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The Spirit of the Operating Room’ 


J. W. Duncan, M.D., Creighton Memorial St. Joseph’s Hospital, Omaha, Nebr. 


HE surgeon or nurse crossing the threshold of the 

operating amphitheater each morning to his or 

her work, approaches great privileges and con- 
fronts grave responsibilities. Success means health re- 
stored to a sufferer. Failure means disease triumphant. 
No one has the right to set greater value on work well 
done than the surgical corps of a hospital, and no one 
has the duty of considering more fearfully the conse- 
quence of work indifferently performed. 

The operating staff should be endowed with and 
conscious of: 

First—A spirit of pride in the work. 

Secondly—A spirit of cooperation in the work. 

Thirdly—aA spirit of compassion for the patient. 

A Spirit of Pride in the Work 

The greatest stimulus to worthy effort is pride in 
our work. The author, the statesman, the surgeon, the 
carpenter, the cook—any one who contributes to this 
world’s betterment—is ashamed to have his hand in 
anything that is poorly done. No one does his work 
well who does not take pleasure in its execution and 
pride in its completion. The true artist is never con- 
tent until his product is perfect in the smallest detail. 
The surgeon is an artist whose goal is health. There 
is no more beautiful or priceless possession. 

A great surgeon has said that every operation rep- 
resents an experiment in bacteriology. To introduce 
infection into what should be a clean wound is a catas- 
trophe. To avoid it requires the most painstaking work 
and an attention to detail that sometimes seems dis- 
tracting. 

The ritual of a skilfully performed surgical opera- 
tion permits of no deviation. It begins with the prep- 
aration of the hands and ends with the application of 
the first dressing. It does not permit of compromise 
with dirt or liberty with hemostasis. A carelessly pre- 
pared operative field, a hole in a rubber glove, an in- 
secure dressing, may mean infection with its manifold 
potentialities. A loosely tied ligature or a poorly placed 
suture may mean complications of a grave nature. These 
instances are not only specifically and particularly dan- 





1Kead before the Iowa State Conference of the C. H. A. at 
Council Bluffs, October, 1923. 
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gerous but they lead to habits of inaccuracy and finally 
to attitudes of indifference toward the most essential 
They distinguish the crude and 
bunglesome operator from the finished and careful 


parts of our work. 


surgeon. 

The careless surgeon is to be censured: 

First—Because he has not discharged his duty 
toward his patient who trusted him. 

Secondly—Because he has been derelict in his duty 
toward his assistants. 

It should always be considered a binding obligation 
to train interns and nurses properly. To teach others 
our art is a duty, but to permit, or, by consent, to teach 
error, is unpardonable. 

A well planned and skilfully performed operation 
Bril- 
liant operative technique will not compensate for lack 


will fail of its purpose if not properly employed. 
of proper indication. Furthermore, the charge is often 
made that the surgeon’s interest in his patient ceases 
Indif- 
ferent post-operative care or neglect of after-treatment 


when he leaves the operating room or hospital. 


is responsible for many disappointing results. 

Every surgeon deplores an operative death and 
strives to prevent it. But the surgeon who takes pride 
in his work watches not only his mortality records; he 
scrutinizes also his morbidity records; i. e., he strives to 
determine whether or not his patients are relieved of 
the trouble for which the operation was performed. 
This latter is possible only by a careful follow-up sys- 
tem such as has been established in standardized hos- 
pitals. 

Pride in our work does not mean self-glorification ; 
it does not mean derogation of the work of other sur- 
geons in other hospitals. It is a poor achievement that 
Fur- 
ther, we should constantly remember how pitifully help- 


can prove itself only by invoking feeble contrast. 


less and hopelessly inadequate we are without nature 
the 
the sixteenth century, realized this. 


to aid us. Ambroise Pare, great surgeon of 
Many of his teach- 
ings on the treatment of open wounds, fractures, etc., 


His 


writings detail diagnosis and treatment most thoroughly 


are admitted today as sound surgical doctrine. 
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and always conclude humbly, “I dressed him and God 
healed him.” 

A spirit of pride in our work does not mean con- 
ceit in ourselves nor contempt toward others. It realizes 
rather the dignity of our calling and the worthiness of 
our efforts. It demands the utmost that is in us. 


A Spirit of Cooperation in the Work 
We are poor witnesses of our own faults, and bad 


judges of our own merits. To put it in another way, 
we seldom recognize our shortcomings and often mag- 
nify our virtues. The surgeon or nurse who loves praise 
but will not tolerate criticism soon stagnates. One of 
the most brilliant surgeons I ever knew stopped all pro- 
fessional growth when he was forty years old because he 
was so conceited and irascible that he would brook no 
criticism. His sarcasm was so biting it cut assistants 
and nurses like a knife. 

Fortunately the old-time tyranny in the operating 
room is being replaced by a spirit of cooperation. Dis- 
cipline there should be, and obedience is imperative. 
The surgeon or superintendent who cannot command the 
loyalty of assistants in the operating room is indeed 
unfortunate. But the truly great surgeon knows how 
to secure cooperation. It is only the mediocre man who 
satisfies his ego by making buffoons of his assistants and 
unwilling aids of his nurses. 

A common cause of friction or delay in the op- 
erating room is the tendency of the surgeon to speak 
in a very low voice with his face masked, at the same 
time articulating poorly. It is a physical impossibility 
for any one to understand him. Instinct in nurses, as 
in most women, is usually well developed. But this 
instinct is not so unerring as to serve without the aid 
of intelligible speech occasionally. 

Another source of trouble is the lack of a common 
nomenclature for dressings and surgical instruments. 
Most of us work in hospitals with training schools where 
the operating room force is constantly shifting. I have 
found it necessary to go over my instruments naming 
and identifying each one with each successive nurse. 
If one does much work under local anaesthesia it is 
especially important that her vocabulary include the 
words “bistoury” and scalpel.” To be obliged to de- 
mand a “knife” to use on a conscious patient is dis- 
concerting to the surgeon and terrifying to the patient. 

Cooperation in the operating room means to me the 
assumption of authority by the surgeon and its recog- 
nition by his aids, but it does not mean tyranny. It 
means obedience, not sullen compliance. It means a 
spirit of interdependence and a correlation of efforts to 
do our work well and worthily. 


Compassion Toward the Patient 
The circumstances connected with the visit of a 


patient to the operating room are well calculated to 
arouse the gravest anxiety and give rise to the most 
profound dismay. True, the patient chooses his sur- 
geon and hospital because he has confidence in them 
above all others. Yet he realizes the fallibility of hu- 
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man judgment and the unsteadiness of human hands. 
Particularly he wonders if his surgeon knows what to do 
and how to do it. Will the anaesthetic be given prop- 
erly? The very act of losing consciousness through a 
drug is abhorrent to most people. Many of the patient’s 
terrors are groundless and seem to us ludicrous. Others 
are based on ignorance, or even superstition. But to 
the patient and his relatives we may be sure they are all 
very real. 

In my city common practice sanctions the presence 
of relatives in the operating room. It is devoutly to 
be hoped that the time will come when ‘this custom will 
be changed. It is distracting to observe a spectator of 
determined valor, but rapidly diminishing equilibrium, 
mentally calculating the distance to the nearest support. 

Surgery is an art of mercy. We who are in the 
operating room should remember that the most acute 
pain is often mental. An inadvertent word or a chance 
phrase may cause the most exquisite mental suffering. 
No surgeon or nurse is wilfully cruel. But it does not 
conduce to his mental rest to discuss before a conscious 
or semi-conscious patient, the technical difficulties pre- 
sented in his case, or their probable solution. 

It is just as important to prepare a patient men- 
tally for a major surgical operation as it is to prepare 
him in the usual sense of the word. It is the utmost 
refinement of torture to place a nervous patient on an 
operating table and let him lie there for thirty minutes 
acutely sensible to all the preparations for the ordeal 
he is about to undergo. The induction of anaesthesia 
in a worried or distracted subject is difficult. More 
anaesthetic agent is required and the recovery is stormy. 
Every experienced surgeon and nurse will testify that 
the confident and hopeful patient makes a much 
smoother convalescence than the apprehensive and un- 
certain one. 

Toward the patient who cannot make material 
recompense the spirit should be one of true charity, not 
alms-giving. But toward all patients the surg®on’s and 
nurse’s attitude should be one of helpful confidence and 
sympathetic assurance, not calloused indifference, nor 
good natured tolerance of their fears. 

The spirit of compassion toward the patient in 
the operating room means sympthy for his misfor- 
tune, pity for his weakness, relief for his pain. The 
medical and nursing professions have done incomparably 
more for humanity than any other. But there would 
be fewer grounds for the indictments of commercialism 
and lack of altruism in our profession if at all times 
we made compassion a part of our service, and fidelity 
to our ideals a part of our recompense. 


Something to Remember 
Surgical science and the healing art have made tre- 


mendous progress in the last one or two decades. There 
are so many new things to be learned and so many new 
problems to be mastered, it seems there is little time 
left for appreciation of words and deeds of those great 
men and women who founded our professions. 














One of these was Guy de Chauliac, who has been 
called the Father of Modern Surgery. He lived in the 
fourteenth century and was physician to Pope Urban V 
at Avignon. He was the author of a most excellent 
textbook on surgery, in which he wrote: 

“Let a surgeon be well educated, skilful, ready and 
courteous. Let him be bold in those things that are safe, 


Christmas Privileges in 
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fearful in those things that are dangerous, avoiding all 
evil methods and practices. Let him be tender with the 
sick, honorable with men of his profession, wise in his 
predictions, chaste, sober, pitiful, merciful, not covetous 
or extortionate; but rather let him take his wages in 
moderation, according to his work, and the wealth of the 
patient and the issue of the disease, and his own worth.” 


Let us carry this spirit to the operating room each 
day. 


Our Catholic Hospitals 


A Sister of Charity of Nazareth, Louisville, Ky. 


UR responsibilities are always with us. Every day 
of the year the Catholic hospital has its specific 
responsibilities to its patients, its employees, and 

to the public. What these are we all know, and as 
Catholic institutions we are trying to live up to our 
obligations. Is it not true, though, that in striving to 
fulfil to the letter our duties, in our zeal for standardi- 
zation and efficiency methods so necessary to our hos- 
pital system, we are prone to forget our privileges? 

It was not thus in the Middle Ages, whose glory is 
our heritage. The great hospital system which they had 
gradually built up through the centuries was, to quote 
no less distinguished an authority than Dr. James J. 
Walsh, “caring magnificently for the ailing poor; but 
they were doing much more.” There was an inviting at- 
mosphere about these old cloistral hospitals with their 
“wide corridors, beautiful gardens, and springs of 
water,” and above all, in their “friendly inte- 
riors.” The patients felt the presence of a heart in 
the system. According to our author, the Reformation, 
with its destructive spirit blighting all it touched, sub- 
stituted for these friendly homes, institutions not only 
far inferior in their ministrations, but actually forbid- 
ding in the rigidity of their system, in the gloominess 
of their environment. Imagine the dreariness of Christ- 
mas in such a place! 


The Catholic hospitals that sprang up on the ruins 
of the old, could not but be affected by this system; 
they did not enjoy nor could they dispense the priv- 
ileges of their predecessors. The twentieth century hos- 
pital is on the right road; we are but going back to our 
own, and we may with profit take a lesson from the 
celebration of the Christmas festivals in these old clois- 
tral homes for the sick, where joy, simple cheer, and 
true charity were the keepers. 

Joy in the Midst of Adversity 

You may ask, what was the source of this joy, this 
How Christ 
was the central figure of it all, as He was in the early 


hearty cooperation? easy the answer: 
church, and as He must be in our modern hospitals if 
we would not defeat the very purpose of our existence 
as Catholic institutions. Secondly, the spirit, the at- 
mosphere, was Catholic—Catholic thought, Catholic 
democracy, Catholic charity. Man was recognized as 
the image of his Creator, not considered a mere chem- 
ical formula, as he is, alas, too frequently labeled in 
this material age. Consequently the individual was em- 
phasized; each man recognizing himself as possessing 
a soul, realized his dignity, his responsibility, and his 


privilege. What results could we not expect from the 


cooperation of such individuals? 
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In our Catholic hospitals of today the personnel is 
chiefly, if not wholly, Catholic, and much can be achieved 
by securing their cooperation as individuals, each feel- 
ing responsible for his part in making the season so 
dear to us Catholics, a time of charm and joy to others ; 
especially to give to those without the fold—in many 
hospitals the majority of patients are non-Catholic— 
the true conception of the holy season. It must be done 
in tactful, unobtrusive ways, and since we cannot give 
what we do not possess, we must seek this spirit for 
ourselves in a practical way. 

Some one has said, truly: “Joy blossoms on the 
stalk of self-denial.” If the entire hospital force, from 
the faculty and staff to the least important employee, 
should agree to make the week prior to the great Feast 
a time of personal preparedness, manifested exteriorly 
by an increased interest in the welfare of others, by 
the kind word, ready service, and cheery countenance— 
straws of self-conquest laid in the manger of the Infant 
King—they would become so many dynamos radiating 
the Christmas spirit, and the celebration of the festival 
in our hospitals would somewhat more nearly accord 
with that of the Middle Ages, when JOY was the domi- 
nant note even where pain and adversity were housed. 
In one institution which we know this plan proved 
worth while. 

A Sprig of Holly 

At St. Joseph’s the nurses and employees are priv- 
ileged to contribute to the external preparations for the 
Feast, both by suggestions and by active participation. 
Holly and cedars, red berries and fresh flowers, Christ- 
mas bells, trees, and Santas, and the numberless trifles 
that can be so easily procured are utilized in an artistic 
way. The patients’ trays receive special attention: a 
fresh flower, a card, or a tiny tree, suggestive of the 
day. 

Each student nurse knows that she is to have a 
forty-eight hour holiday at this season, either at Christ- 
mas or New Year, and naturally enters more heartily 
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CHRISTMAS EVE IN THE RECREATION HALL OF MATER 
MISERICORDIAE HOSPITAL, SACRAMENTO, CALIF. 
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SANTA CLAUS VISITS THE CHILDREN AT MARY IMMACULATE 
HOSPITAL, JAMAICA, L. I. 
into the spirit of the time. They are allowed their own 
little parties and private festivals. There is a relaxing 
of the rules governing visitors to the institution, and 
externs may do their part to contribute to the good 
cheer of the inmates. Sometimes it is a good plan to 
invite choral clubs to entertain the patients on Christ- 
mas Eve. Bearing lighted candles and a spray of green, 
they make a refreshing picture, and the old carols are 
always beautiful. So, too, a Guard of Honor to accom- 
pany the priest on his round to communicate the patients 
Christmas morning is a privilege extended at times to 
the Knights of Columbus or other men’s organizations. 

Among the happiest Christmases they had experi- 
enced, the patients declared, was that of 1923 at St. 
Joseph’s Infirmary. The day began auspiciously. Just 
as the clock struck the half hour after four, a strain of 
music stole softly through the house; sweeter and 
clearer it grew, floating down the long corridors, in 
through the doors of the private rooms, and re-echoing 
throughout the wards. The Sisters’ and student nurses’ 
choir were singing “Awake, O Slumbering World.” On 
the faces of the awakened patients a look of surprise 
soon changed to smiles and eyes lighted up with faith 
and hope, for even those without faith are comforted 
as the words of the Christmas hymns find response in 
their hearts. The following incidents, as related by one 
who knew, serve to show the beneficial influence of a 
Catholic environment : 

In one of the private rooms a wealthy shut-in was 
convalescing after a serious operation. His first feeling 
when awakened was annoyance at being disturbed; his 
next, a desire to identify the hymn, which he did not 
remember to have heard before. Suddenly the song 
ceased, and the violins began to prelude the ever old, 
ever new, “Adeste.” The music was irresistible. Sub- 
consciously he began softly to sing in a rich baritone, 
“Venite, Adoremus.” What memories the words con- 
jured up! Memories of home and mother, and the altar 
at which he had adored, oh, so long ago, it seemed. It 
all returned now—the Crib, the Mass, Holy Communion. 
How desirable they appeared to his starving soul. 
Hitherto he had disregarded the voice of conscience; 
had kept aloof from all sacred influences ; but this morn- 














ing with the sacred carols inviting him to peace, to joy, 
and forgiveness, grace touched his soul. It was not 
yet too late. He would ask the Sister about it; she 
would see that he got the priest; he would fast, if nec- 
essary, until late, in order to receive. Behold a prodigal 
returning to his Father’s house! 

In another room a pretty little Jewess lifted her 
head the better to catch the strain. 
for a moment: where did the music come from? 


She was puzzled 
Why 
did it charm her so? Her restless heart felt comforted, 
and without knowing why, she wept. “I could not help 
it,” she explained later; “ I was so happy and peaceful 
that the tears came because it was so beautiful and I 


” She wanted the 


could not understand my feelings. 
words and the Sister gave her a copy of the hymn. 
This, then, it seems to me, is one of the greatest 
responsibilities, and the great privilege that rests upon 
our Catholic hospitals at this season—to bring home to 
our guests in an unobtrusive way, the true meaning of 
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HOSPITAL, 
SACRAMENTO, CALIFORNIA, ON CHRISTMAS EVE. 


ST. JOSEPH’S WARD, MATER MISERICORDIAE 


the sacred festival, to make them realize that it is 
The Birthday of the King. 


Diet and Insulin in the Treatment of Diabetes 


Francis D. Murphy, M.D., Milwaukee, Wis. 


INCE May, 1922, when the manufacture of insulin 
S was begun, a great deal has been written about diet 
It would 
seem almost superfluous to contribute another article 


and insulin in the treatment of diabetes. 


now were it not for the fact that in many general hospi- 
tals the technique of properly treating diabetic patients 
is neglected. An illustration of this point is seen in some 
hospitals where a physician sends in a diabetic patient 
and leaves no further instructions with the intern or 
Sister than “Give the patient the ‘Joslin,’ or ‘Insulin’ 
treatment.” 
one dealing with diabetes, that insulin has made the 


It is conceded, I believe, by almost every 


treatment more difficult instead of easier, and has made 
it almost imperative that physicians who treat diabetes 
know the essentials of dieto-therapeutics. It is also 
agreed by all, I believe, that the dietary management is 
the chief requisite in the treatment. 
Insulin 

It seems unnecessary to review the history of the 
discovery of insulin or to remark upon the work done 
in the development of this therapeutic agent, as it has 
been dealt with extensively in medical and other maga- 
zines during the past two years. Insulin is an aqueous 
solution of the active principle of the Islands of Langer- 





insufficient internal secretion is formed, carbohydrate 
metabolism is upset, which is manifested by a height- 
ening of the blood-sugar, glycosuria, and the symptoms 
of diabetes. 

When insulin is injected subcutaneously into a 
diabetic patient the blood-sugar drops, glycosuria disap- 
pears, and the symptoms of diabetes are mitigated. It 
seems that insulin increases the carbohydrate fire in the 
body, this is followed by a more complete burning up 
of fatty acids, consequently acidosis disappears. Insulin 
is not a cure for diabetes; it supplies the internal secre- 
tion which the islands fail to produce; but insulin does 
not, so far as is known, remove the cause nor repair 
the damage done in the islets. The functions of insulin 
in the treatment of diabetes are: (1) to supplement 
dietary methods when such are inadequate; (2) to re- 
move the symptoms of coma and acidosis; (3) to lessen 
the risk of surgical procedures; and (4) to use in emer- 
gency during acute infections. 

The treatment of diabetes today has resolved itself 
into teaching the diabetic patient to care for himself 
under the supervision of his family physician. There 
have been many methods invented to expedite the teach- 
ing of diets to patients, but it seems to me that the 


hans obtained from patient must be 
the pancreas of taught food values 
slaughter-house ani- and the application 
mals, especially the “CHRISTMAS GREETINGS AND A HAPPY NEW of these first, then 
beef. In the normal YEAR” short cuts are no 
animal the islands “To greet your Christmas, Friend so true, longer necessary. 


fabricate sufficient in- 
ternal secretion to 
control carbohydrate 
metabolism. When 





I know my own thought will not do. 
And so the Good God’s thought I send to say 
May He bless, love and guard you—now and alway.” 





There are five essen- 
tials 
diabetic patient must 


which every 


be taught: 


































































1. To construct his own diet. 

2. To inject his own insulin (if necessary). 

3. To examine his urine. 

4, To know the symptoms of insulin shock and 
how to treat them. 

5. To know the signs and symptoms of the chief 
complications, as coma and gangrene. 

Construction of the Diet 

The first point to consider is the construction of 
the diet. There are many different ways of constructing 
a diet but most doctors pick the best from the formulae 
used by leading authorities and apply them as required 
by local conditions. Allen says that it may seem scien- 
tific to determine basal metabolism and then guess at 
the diet, but it is almost as well to guess at the diet in 
the beginning. Some approximation to the diet can be 
gained from the patient’s height and weight, but pa- 
tients of similar sizes may require different rations. 
Allen also says that if a patient is gaining weight he 
is on maintenance diet; if losing weight, he is not on 
maintenance diet. 

The type of diet which seems to have found most 
favor is the high fat diet of Newburgh and Marsh. The 
reason is that this diet tends to satisfy the appetite 
more readily than others and because weight and 
strength seem to be more easily preserved on it. It 
would seem trite to express the opinion that no stereo- 
typed form of diet is satisfactory to all patients; e. g., 
some patients cannot tolerate a high fat diet. 

Ordinarily when a patient suspected of having 
diabetes comes under observation in the office or hos- 
pital, he is weighed, his urine is examined, and a blood- 
sugar is taken. It is best to have the blood-sugar taken 
before breakfast as this gives a level twelve hours after 
the patient has had food. 

A diet is then prescribed. The first diet in an 
average uncomplicated case is generally a test diet con- 
sisting of protein, fat, and carbohydrates, grams 15, 90, 
and 15, respectively. This test diet is usually made 
up of 200 grams of five per cent vegetables, asparagus, 
spinach, tomatoes; 30 grams of bacon; 45 grams of 
beef; 4 ounces of XX cream; plenty of water and black 
coffee may be given. 

A twenty-four hour specimen of urine is examined 
on this diet. If the patient is sugar free on a test diet, 
he is placed on maintenance diet without insulin. If 
he remains sugar free on maintenance diet he is con- 
sidered a mild or not a true diabetic. If he needs 
insulin to keep him sugar free on a maintenance diet he 
is a moderately severe diabetic. 

What, then, is a maintenance diet? A mainte- 
nance diet is one which will furnish a patient with 
enough calories to keep him from losing weight on mod- 
erate activity. This generally consists of: protein 60 
grams, fat 200 grams, and carbohydrates 70 grams. 

To construct a maintenance diet it is necessary to 
weigh the patient and to judge from his height and 
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build if the weight is normal. One may consult the 
Ideal Build Tables of the Life Extension Bureau statis- 
tics or any of the like tables to ascertain this figure. 
The surface area charts of DuBois, and other similar 
charts, are too complicated for practical work. The 
ideal weight of the patient in pounds is converted into 
kilograms and from this figure the calories, protein, fat, 
and carbohydrates for the day are computed. The kilo- 
grams are obtained by dividing the weight in pounds 
by 2.2. 

The following formula is a slight modification of 
one made by Seale Harris. In his paper he gives credit 
to Banting, who, however, claims no originality. The 
patient’s weight in kilograms is multiplied by thirty 
to give the total number of calories for daily mainte- 
nance diet. The kilograms of weight are multiplied by 
.70 grams (the amount of protein necessary per kilo 
to maintain nitrogen equilibrium) to obtain the number 
of grams of protein in the daily diet. This figure is 
then multiplied by four to get the number of calories 
from the protein. This product is subtracted from the 
total number of calories; the difference represents the 
calories to be derived from fat and carbohydrates. This 
difference divided by thirty-one equals the mumber of 
grams of carbohydrates in this diet. The figure thirty- 
one is arrived at as follows: the ratio of fat to carbo- 
hydrates in the diet is three to one; the three is multi- 
plied by nine (the number of calories in a gram of fat), 
and the one by four (the number of calories in a gram 
of carbohydrate) ; adding the results gives thirty-one. 
If, then, the number of grams of carbohydrates, as ob- 
tained above, is multiplied by three, the number of fat 
grams is the result. Example: 

Patient’s weight 132 pounds. 

One hundred and thirty-two divided by 2.2 equals 
60, the number of kilos. 

Sixty times 30 calories equals 1800 calories, the 
total calories for one day. 

Sixty (kilos) times .70 grams of protein equals 42 
grams of protein; this is daily ratio of protein. 

Forty-two times 4 calories equals 168 calories de- 
rived from protein. 

Eighteen hundred minus 168 (protein calories) 
equals 1632 calories to come from fat and carbohydrates. 

Sixteen hundred and thirty-two divided by 31 
equals 52 grams of carbohydrates. 

Fifty-two times 3 equals 156 grams of fat in daily 
diet. 

When a patient is on maintenance diet he should 
be made to construct his own meals. He should be given 
a gram scale and some diabetic manual such as Wilder’s 
or Joslin’s, containing the food value lists. From these 
lists he selects his foods and weighs out each article; 
then from the percentage tables he values his foods in 
terms of protein, fat, and carbohydrate. 

When a patient is in the hospital the best way to 
teach diet is to give him a notebook and have a slip 
on each tray telling the amounts of food in grams and 
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the corresponding number of grams of the three food 
constituents, proteins, fats and carbohydrates. After a 
week or two the patient has accumulated in his note- 
book many menus which will serve as a guide after he 
goes home. It is evident that a dietitian or doctor must 
spend an hour or two every day with a patient while 
he is in the hospital, if he is to have the proper knowl- 
edge of the diet. 

When a patient is going back to work the diet is 
generally raised 200-400 calories above maintenance 
diet ; if he excretes sugar the insulin dose is raised pro- 
portionately. 

Insulin Injections 

The next essential is to teach the patient to inject 
insulin. Which patients should be given insulin is a 
question frequently asked. 


It is agreed that patients 


tenance diet should have in- 
sulin. However, a patient 
may be sugar free and have a 
blood-sugar of more than 200 
mg. per 100 cc. of blood, 
and have symptoms of dia- 
betes; these patients should 
have insulin. 


Insulin comes in vials 
and there are three different 
strengths indicated by the 
labels on the vials. The U-10 
vial has a blue label and each 


c.c. contains 10 units of in- 
sulin. The U-20 vial has a 
yellow label and each c.c. 
contains 20 units of insulin. And the U-40 vial has 
a red label, each c.c. of which represents 40 units of 
insulin. The unit, however, has been standardized by 
the health section of the League of Nations. 

What should be the initial dose of insulin is often 
asked. Some claim that this can be computed from the 
number of grams of sugar in the twenty-four hour urine. 
This is not always true because many patients have very 
little sugar in the urine and have a high blood-sugar 
with marked distress from diabetic symptoms. This fact 
was pointed out by Banting in some of his early lectures 
on this subject. It is evident that the best way to start 
insulin is to begin with five units twice daily and if 
the urine continues to have sugar increase the dose five 
units at a time until the urine is free from sugar. 

Insulin should be injected not earlier than fifteen 
minutes before the patient eats his meal; if he does not 
eat his meal, an orange or some sugar should be given 
to prevent an insulin shock. 

The patient should be equipped with an insulin 
syringe, which is graduated in units. After a nurse or 
doctor has injected a few initial doses the patient should 
inject himself, under the close supervision of a doctor 
or nurse for a few times. It is remarkable how rapidly 
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“CHRISTMAS GREETINGS” 


“God be with our old friends, 
And God be with our new, 
God bless with Christmas happiness 
Your family, friends and you.” 


“Christmas comes but once a year 
And now ’tis here again, 

For something new to send you 
I have hunted all in vain; 

The same old wishes will have to do, 
Love doesn’t stop to reason, 

God bless the day and God bless you, 
And all the Happy Season.” 
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some who are considered stupid can master this tech- 
nique. A patient who is using insulin should have in 
his hands a typewritten list of the following rules for 
his guidance. He should be drilled and quizzed on these 
instructions until he knows them thoroughly. 

1. Learn to summarize the diet at each meal in 
figures of carbohydrates, protein, and fat. 

2. Insulin is prepared in solutions of different 
strengths. Know your dose in units (not in cubic centi- 
meters) and how to measure the amount of solution to 
give that number of units. 

3. Syringe and needle must be boiled each time 
before using. Cleansing of the skin and the top of the 
bottle with alcohol are also necessary. Immediately 
after removing the needle cleanse it and the syringe with 
cold water. 

t. An insulin reaction 
usually occurs within one to 
two hours, but may occur as 
late as six hours after the in- 
jection, and can be recog- 
nized by the sudden onset of 
severe hunger, weakness, 
sweating, trembling, or pal- 
lor. 

5. A reaction should 
be treated by eating an 
orange, a few lumps of sugar, 
or by taking some carbo 
hydrate food, as bread. 

6. At present it is not 
prudent to use insulin with- 





out daily examination of the 
urine, 

7. Arrange for a supply of insulin for one week 
in advance. 

8. Bring part of mixed twenty-four hour quantity 
of urine with record of the amount. 

Insulin can’t be given by mouth as the gastro- 
intestinal enzymes destroy its action; it is hoped that in 
the near future a method will be developed which will 
make practical the oral administration of insulin. In- 
jections are given subcutaneously only. Intramuscular 
injections cause pain. 

Examination of Urine by Patient 

The examination of the urine generally occupies a 
very small part of the time; a patient can usually mas- 
ter this procedure in one lesson. He should then be 
given the test tubes, solutions, etc., and told to do the 
test himself and to bring a specimen to the doctor for 
a check-up every few days at first; after that once a 
week, 

When the dose of insulin and diet have been estab- 
lished, the patient, if well trained, can practically care 
for himself if he comes to the doctor once a week for 


a check-up. Insulin Shock 


It is probably a good thing that the dangers of 
insulin shock (hypoglycemia) were exaggerated when 
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insulin first came out. A tendency was created to make 
all those using it more careful and exact in its applica- 
tion. This exaggeration, however, tended to prevent 
many doctors from using insulin. The general symp- 
toms of shock are these: 

1. A shaking feeling (inside and out). 

2, Nervousness and irritableness. 

3. Hunger. 

1. Sweating. 

5. Convulsions and coma may occur if the antidote 
is not given. 

The antidote is very simple; the patient may eat 
an orange or a few lumps of sugar, and the shock passes 
away in a few minutes. Subcutaneous injection of adre- 
of the 1:1000 solution, If 


the patient goes into convulsions and will not eat, then 


nalin, 1 ce, may be used. 


200 e.e. of ten per cent oluecose must be given intra- 


venously to revive him. 


Complications—Coma 

One treating diabetics should always be on the 
lookout for coma, and should teach the patient the signs 
and symptoms which should arouse suspicion. Joslin 
states that anv symptoms out of the ordinary should be 
treated as premonitory of coma and that patients should 
begin coma precautions. These are in short: 

1. Go to bed whenever indisposed. 

2. Drink a glass of liquid, such as coffee, tea, 
diluted orange juice, every hour. 

3. Open up the bowels by enema. 

1. Send for your physician. 

The last instruction (4) is a very important one 
hecause the earlier the doctor begins active treatment 
in coma or precoma, the better the outcome. 

The treatment of this complication needs imme- 
diate and heroic measures. No one, even among those 
with the largest experience, is willing to lay down defi- 
nite rules for treatment. The general treatment used in 
most hospitals is as follows: 

1. Patient must be put to bed and surrounded by 
hot water bottles. 

2. Fluids by mouth, reetum, or vein are given. 

3. Blood for sugar is drawn. 
1. Bowel elimination by enema. 
5. Caffein 


heart. 


or digitalis is administered for the 

Insulin is given in a 40 unit dose to begin with and 
20 units every two hours until sugar and acid bodies 
generally 200 or more units are given 
The first dose, 


if the patient has been in coma for several hours, should 


greatly decrease ; 


before the patient regains consciousness. 


be given intravenously; 60 units are ordinarly given as 
an initial dose. Blood-sugar estimations are important 
Provided that the 


urine is sugar free and diacetic, and acetone persists 


guides for regulating insulin doses. 


in urine, glucose should be given intravenously followed 





hy insulin subeutaneously—500 c.c. of ten per cent solu- 


tion gives good results. 


Joslin emphasizes the fallacy 
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of giving glucose when the urine and blood-sugars are 
high. It is a fact, however, that when small quantities 
of glucose are injected intravenously, the procedure is 
made a little safer in the hands of the general prac- 
titioner. The results of insulin treatment of coma or 
precoma state in youngsters, are very striking; the pa- 
tient usually comes out of the stuporous state in four 


or six hours and feels well. 


And Gangrene 

At the end of the chapter on gangrene, Joslin, in 
his latest edition, adds a short note which summarizes 
the situation. In substance he says that if a diabetic 
kept his feet as clean as his face, gangrene would sel- 
dom occur. He specially warns those over fifty years 
of age to avoid things which may lead to gangrene, 
such as tight shoes, applications of tincture of iodin to 
abrasion, and so on. 

In of the that 
arteriosclerotic disease of the vessels, it seems futile to 


view fact gangrene is due to an 
expect any medical treatment to overcome the condition. 
Early operation, with spinal or gas oxygen anaesthesia, 
and the close cooperation of the surgeon and physician, 
seems to bring about favorable results in most cases. 
The principles used in treating the complications are 
The 


urine must be kept sugar free, the blood-sugar must 


the same as those in the ordinary case of diabetes. 


not be allowed to rise much above the normal figures, 
and the general nourishment of the patient must be 
maintained. When fever sets in the dose of insulin must 
be increased in order to obtain the best results. 

An important question asked often is, can insulin 
The answer cannot be given until 


be discontinued ? 


more data are collected. However, from reports it seems 
that in some cases it ean be discontinued. There is evi- 


dence to show that probably insulin directly or indi- 


rectly causes the islets to take on renewed activit\ > this 
may be due to the release of the strain on the island. 
One has to be careful here in making statements. In 


the recent literature the assertion is made that insulin 
doses can be reduced; this, they say, indicates that tol- 
erance has been increased. Newburgh points out that 
tolerance cannot be said to be increased until the maxi- 
mum effects are determined by diet; then after insulin 
trial one may be able to judge if tolerance is increased. 
This kind of work has not been completed. 


Conclusions 

|. Insulin is not a cure, but a valuable supple- 
ment to the dietary method of treatment. 

2. Patients must be kept sugar free on a mainte- 
nance diet. 

3. A properly balanced diet must be given with 
insulin. 

t. The patient must be taught the essentials of 
dieting and the method of caring for himself. 

5. Insulin can and should be used by every gen- 
eral practitioner, but the few essential rules must be 
followed. 




















Nursing Duty With the Insane 


Herman A. Felder, Pathologist, Providence Hospital, Everett, Wash. 


’D hate to work in a hospital for the insane! To 


take care of crazy people!” How often we hear 
nurses say that, and how little they know whereof 
The student 


a few mild mental cases during her training period, and 


they speak. nurse may see and care for 
the graduate nurse may, in the hospital or in private 
homes, have to care for similar patients, but even these 
The 


the raving 


are uncommon, and the duty not greatly enjoyed. 
nurse rarely sees the violently insane patient 
maniac of the newspaper story—for such people, even 
if physically ill, are transferred to a jail to await com- 
mitment and transportation to the state or private hos- 
pital selected. 

Many nurses never see the inside of an asylum, as 
“Do 


“Do they cry out frequently 7” 


evidenced by their questions about the inmates: 
they ever talk sensibly 2” 
“Don’t they sometimes injure each other?’ ‘“Aren’t you 
afraid of them?’ or “How can you live in such a 
place?” 

We are going to answer some of these questions 
in a general way, for the specific reason that each year 
more nurses are going to be employed in caring for the 
insane in small private sanitariums, in large semi-public 
sanitariums, and in the state hospitals. More and more 
will graduate nurses be found in such institutions. They 
should know what to expect when they elect to serve in 
sanitariums and asylums. 

Psychopathic Hospitals 

Life in psychopathic hospitals is pleasant; there is, 
to the initiated, no great nervous strain, no sense of 
depression, no fear of personal danger, no lack of rec- 
reation or companions, and just enough variance to 
keep up one’s interest. The living conditions in most 
hospitals of this kind are above the average for institu- 
tions; the room and board are good, the social life 
pleasant, and means of recreation nearly perfect. 

Many have comfortable and well furnished rooms 
for nurses and attendants. The greater number are 
built on expansive, widespreading grounds, with gardens 


and ponds and shaded walks, and are located on the out- 


skirts of a city or adjacent to a small town near a city. 
Many have lakes or rivers within their ground limits. 
They have, for the amusement and diversion of their 
employees, libraries and reading rooms, musical enter 
tainments and motion picture shows, dances, gymna- 
siums and swimming pools, tennis courts and croquet 
grounds, and often boating on lake or river. 

Nurses are called to such hospitals for private duty 
or for general duty in the infirmary wards. Their first 
night may be as mine was when | went to a state hos- 
pital—and their recovery of their sense of security will 
be just as rapid. In the hospital to which I went the 
attendants slept in the end rooms of great, one hundred 
patient wards. I was temporarily assigned to such a 
sleeping room, where I spent my first night nervously 
and 
that the 


behind barred doors and barred windows, near 


the patients. I did not know at the time 
ward was occupied by the best and most quiet patients ; 
even this information would have given me little com 
fort at the time. But L passed the night undisturbed, 
gained courage and a feeling of security, and in a week 
was “at home” in those surroundings. 
What Experience Taught 

| learned that the insane are nine-tenths harmless, 
nine-tenths human, nine-tenths comprehendible, nine- 
The other 
tenths are easily tolerated, just as they are in the gen- 


Don’t overlook the fact that the genera! 


tenths interesting, and nine-tenths likeable. 
eral hospital. 
hospital has just as many “tenths” as the mental hos 
pital. Often the “finicky” patient and her unreasonable 
and unappreciative relatives are easily the match for any 
mental cases that ever entered a special sanitarium. 

In mental hospitals the nurse is called upon to care 
for the insane who have acute physical illnesses, the at- 
tendants caring for the chronically (liseased and the 
minor accident and injury cases. In the state hospitals, 
most of which have more than one thousand patients, 
there are at least one major and three minor surgical 
operations a week, and these, together with the acute 


infectious diseases, constitute the professional nurses’ 
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JOSEPH-BENEDICT ASYLUM AT LONGUE-POINTE, 
MONTREAL, CANADA. 


ST. 
cases. In such patients the mental condition is often 
a negligible or submerged factor; they are more phys- 
ically than mentally ill. 

I might refer to an insane criminal. who was a 
model case for the nurse who cared for him following 
appendectomy. He was appreciative, he cooperated, he 
wanted to get well. He was a murderer—his victim a 
neighbor whom he killed in an argument over property 
his little 


known as a “bad actor,” and becoming insane he was 


lines on farm. At the penitentiary he was 


transferred to the state asylum. Here he had only 
recently aided and participated in an attempted whole- 
But 
during his days as a surgical case his conduct was all 


sale escape of inmates from the criminal wards. 


that could be desired, and his mental condition under 
control. He realized that if he was ever to be dis- 
charged from the asylum he would first have to be well. 
His first hope lay in bodily health; mental well-being 
might follow. 


We that 


screaming, and disorderly inmate is not the average in- 


must inform our nurses the kicking, 


mate. The average inmate is easy to care for, just as 
in the general hospital. When nurses appreciate this 
they will not be so loath to go to the care of the insane. 

A large private sanitarium in the central states is 
affiliated with a general hospital, and each student nurse 
at the hospital serves a month at the sanitarium with 
the idea of 


the insane. How most nurses fought at 


serving a term there! “Ill be miserable”; “I know I 
can’t stand it”; “They can’t make me go out there”; 


And 


later it was observed that the majority liked it, the 


were common remarks provoked by this service. 


minority tolerated it, and none refused it. 


So much for a change of attitude. It wasn’t such 
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Fear of the insane had been over- 
come, and a good many interesting human beings had 


a bad place after all. 
been found there. Many inmates are entertaining con- 
versationalists from whom one can learn much. I have 
iistened for hours to their various tales of gold-seeking 
in Alaska, cattle-raising in Texas, travel in Australia, 
the art of bridge-building, work in the Pennsylvania coal 
mines, the songs of the southern negro, the history of 
Rome, and the wars of Napoleon. These tales recom- 
pense one for the mass of meaningless chatter he may 
hear from those with more disturbed brains. 
These Hospitals 

In some of the metropolitan hospitals and a few of 
the state university hospitals, as those at Ann Arbor, 
Michigan, and Iowa City, Iowa, the nurses have a period 
of service on the psychopathic wards, but this is rather 
far from actual life in an asylum, where one is in more 
intimate contact with the institution and the patients. 
Professional duty in the great asylums, “empires in 
? is not below the level of professional duty 
in the general hospital. No earnest nurse will find the 
work either dull or dangerous, or unbecoming or un- 


themselves,’ 


appreciated. No longer will she be surprised or shocked 
by cruel or inhuman treatment or neglect of inmates. 
These former day practices are long past. The present 
day treatment is all that professional people can ask. 

Aside from very many small, private, “one man” 
homes and sanitariums for nervous and mental cases, 
there are the state hospitals and the large, semi-public 
institutions. Every state, depending upon its popula- 
tion, maintains from one to twenty-five hospitals for 
the insane, each having from eight hundred to four 
thousand inmates. Such hospitals have one or more 
infirmary wards for each of the male and female sec- 
tions of the institution, and graduate nurses are usually 
in control over these infirmaries. 

In the more populous hospitals additional nurses 
may preside over the surgery and the hydrotherapy de- 
partment. Nurses are also called on private duty when 
the patient can pay for this individual service. Illinois 
has eleven state hospitals, all located near the centers 
of population. Massachusetts has thirteen, California 
six, Tennessee three, Indiana five, Michigan seven, and 
Washington three. Some of these conduct training 
courses for attendants where the essentials of medical 
nursing are taught, that the lay employees may give 
intelligent care to the ordinary sick or injured patient. 
However, this does not in any way place them in com- 
petition with the graduate nurse. 
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NURSES AND DOCTORS. 


A WING. 
ST. JOSEPH’S SANITARIUM, DUBUQUE, IOWA. 




















The largest private-public sanitariums and asylums 
are those of the Catholic Sisters. Among these having 
more than one hundred inmates are St. Joseph’s Re- 
treat at Dearborn, Michigan, near Detroit ; St. Vincent’s 
Institution at St. Louis, Missouri; St. Joseph’s Sani- 
tarium at Dubuque, lowa; Louisiana Retreat at New 
Orleans, Louisiana; St. Joseph-Benedict Asylum at 
Montreal, Canada; and Insane Asylum for Females at 
St. Ferdinand, Quebec, Canada. 

These sanitariums employ a larger percentage of 
graduate nurses, as they have a wealthier class of pa- 
‘tients than the state hospitals have, and their sick can 
better afford extra expense and service. The small num- 
ber of these Catholic institutions, however, cuts down 
the possibility for the employment of any great number 


HOSPITAL PROGRESS 




















ST. VINCENT’S INSTITUTION, SHOWING SOUTH WING, 
ST. LOUIS COUNTY, MISSOURI. 


of nurses. State institutions for the feeble-minded, of 
which each of our commonwealths has at least one, fur- 


a field rich in opportuni- 





nish another field for nurses 
ties for interesting and helpful service. 


The Hospital College at Marquette University’ 


Major Edward A. Fitzpatrick, Dean, Marquette University Graduate School, Milwaukee, Wis. 


HERE are in the United States more than 700 
Catholic hospitals with a total bed capacity of 
approximately 70,000. These hospitals are op- 
erated by Sisterhoods and are so organized that con- 
structive experience and improved methods may be 
readily circulated among them. Those in charge of the 
Catholic Hospital Association, and the mother superiors 
of the hospital Sisterhoods, have always felt the need 
for more advanced training of Sisters entering upon 
their work, and the continued training of Sisters in 
service. The report of the Committee on the Training 
of Hospital Executives has helped definitely to crystal- 
lize this sentiment among the Catholic hospitals. 
Using University Facilities 
Recognizing the urgent need and the willingness 
long felt to undertake the work, the Catholic Hospital 
Association, through its indefatigable President, Father 
C. B. Moulinier, induced the administrative authorities 
of Marquette University to undertake the work during 
the present year. Marquette has all the educational 
resources of a university, including a Graduate School 
and a completely equipped class A Medical School, with 
a special School for Nurses. It is in particularly happy, 
cooperative relations with the Milwaukee hospitals of 
all denominations, including especially the Milwaukee 
Hospital, Evangelical Deaconess Hospital, the Mount 
Sinai Hospital, the Milwaukee Children’s Hospital, and 
the excellent County Hospitals of Milwaukee County, as 
well as the Catholic hospitals themselves. The Uni- 
versity Hospital is about to be rebuilt. The location of 
Marquette in a large metropolitan city adds to its op- 
portunities to develop the work of training executives 
and hospital administrators and technicians. 
Especially interesting in this connection is the fact 
that President Fox of the University has appointed one 
of the professors of education as the educational direc- 


1Read before the convention of the American Hospital Asso- 
ciation in Buffalo, Oct. 6-10, 1924. 





tor of this school. 
lems of curriculum and method and practical training, 
His respousi- 


He is expected to bring to the prob- 


the conclusions of science of education. 
bility during the present year will be to watch the work 
developed, study needs, and before the end of the year 
make suggestions as to the improvement of the curricu- 
lum in the light of hospital needs and the experience of 
the present year’s work in the Hospital College. 


Situation Favorable to Training Personnel 

The Catholic hospital is in a peculiarly happy sit- 
uation with reference to this training program. Its 
personnel is permanent and dominated by the highest 
human and religious motives. Any investment made 
in the training of the executives or technicians is cer- 
tain to bring back great returns to the hospital service 
of the country during the entire lifetime of the indi- 
vidual trained. 


The combination of religious dedication to the care 
of the sick, high professional spirit, and now the highest 
technical and professional training that a university 
can give, ought to make Catholic hospitals even more 
highly efficient to serve the communities in which they 
are located, and to provide a progressive means for even 
greater results in the future. 


The association of Catholic hospitals in groups 
under the different Sisterhoods, the sectional organiza- 
tions of Catholic hospitals, and the great clearing house 
services performed by the Catholic Hospital Associa- 
tion, all furnish excellent means for sending through- 
out the entire system the new influence emanating from 
the central training agency, Marquette University. But 
it should be noted that the opportunities at Marquette 
University in hospital administration are not limited to 
the Catholic Sisterhoods. 
whatever field of service he may desire to enter, who 
can profit by the facilities and opportunities of the 
University. 


They are open to every one, 











Need for Financial Assistance 

It is certain that with ample notices for next year 
the work will go forward vigorously, only at Marquette, 
as at Yale, there is need for financial resources. While 
there is no probability of failure in the present situa- 
tion, the certainty of the result would be assured and 
the extent of the experimental period would be greatly 
reduced by even assistance. We 
should be glad to cooperate with this Committee on Hos- 
pital Executives and to profit by its experience. 


moderate financial! 


The Demand for Training Facilities 

The resources which are available during the pres- 
ent year may be indicated by some of the practical ex- 
periences. There is insistent demand from the Catholic 
hospitals for even more advanced training than is ordi- 
narily offered for laboratory, radiological, and dietetic 
technicians. The course for laboratory technicians, ex- 
tending over ten weeks and requiring the full time of 
the student every day, has been organized by the distin- 
guished pathologist, Doctor Edward L. Miloslavich, and 
will be under his personal direction. ‘The course in 
radiographic technique is being developed by the local 
Radiological Society cooperating with its national or- 
ganization. The tentative course of study is based on 
standards set up by the national society and will extend 
over a year. 


Special Instruction for M. D. Graduates 

A strange result, yet one might naturally expect it, 
was the discovery of the necessity for establishing in 
the Graduate School for the M. D. himself, graduate 
courses with majors in pathology, radiology, and diet- 
etics. With the more advanced training of the tech- 
nicians there was felt to be greater need for the further 
Take 


It will no longer be considered 


training of the physician himself in these fields. 
the case of dietetics. 
good practice for the physician merely to turn over a 
patient and say, “Give this patient a diabetic diet.” 
The prescription ought to be as specific and definite as 
any prescription of drugs. 

A brief examination of the curriculum of medical 
schools indicated that physicians received no thorough 
knowledge of dietetics in the medical school; specialists 
of whom we have inquired advise us that they have as- 
sembled their knowledge largely from private study. 
There are apparently no educational opportunities avail- 
able to provide physicians and surgeons with this in- 
formation. 

Training the Hospital Executive 

This university professionalizing of technicians’ 
services makes it even more necessary that the chief ex- 
ecutive officer of the hospital be a person of the highest 
professional qualifications. The general demands upon 
the executive officer of a hospital are extremely well 
stated by Mr. Rappleye in his report as executive secre- 
tary of the Committee on the Training of Hospital Ex- 
ecutives. In outlining the courses for the training of 
executives at Marquette University his formulation of 
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the duties and responsibilities of the executive was 
highly suggestive. 

The principal course designed for the training of 
administrators is given in the Graduate School on the 
basis of the bachelor’s degree and adequate experience 
in hospital work. Persons not possessing adequate hos- 
pital experience are required for three months preceding 
their entrance on the course to take practical work in 
a hospital under the direction of the University authori- 
ties. The rules affecting this course are the usual rules 
affecting graduate instruction. Upon the completion of 
the required work in class, it leads to the master of arts 
degree. 

As outlined, this course includes a major and minor 
in hospital administration and a second minor in sociol- 
ogy, religion, or any other department of the University 
offering graduate work. 

The major and minor in hospital administration are 
briefly outlined as follows: 


Major in Hospital Administration. 


H. A. 201 Hospital Organization ................ 2 cr. 
H. A. 202 Hospital Management ................ 6 cr. 


H. A. 203 Administration of Training Schools....4 cr. 


Minor in Hospital Administration 
H. A. 206 Financial Administration of Hospitals..2 cr. 
H. A. 207 Legal Aspects of Hospital Admin...... 2 cr. 
H. A. 208 Physical Plant and Equipment.....2 or 3 er. 


A minor may be taken in any other subject in ac- 
cordance with the general ‘regulations for graduate de- 
, 

grees. 
Minor in Religion, Philosophy, or Sociology 
Religion 


H. A. 112 Ethics in Hospital Administration..... 2 er. 
H. A. 300 Seminar in Hospital Administration... .2 er. 


There will also be offered in the Hospital College 
on an undergraduate basis, the courses in hospital ad- 
ministration leading to the bachelor’s degree. This will 
be a regular course of four years’ instruction under usual 
rules. 
of Sisters of maturity and long experience whom it is 


Provision is made for meeting the special need 


desired to have study special aspects of hospital admin- 
istration. In this the Hospital College recognizes the 


requirements of the actual situation. 


Administrators of Training Schools 

We have received inquiries, too, for special work in 

the Graduate School for the training of Sisters who have 
bachelor’s degrees, to be administrators of training 
schools. For this purpose also, and in cooperation with 
the Department of Education, we have worked out a 
special curriculum to meet their needs with practical 
field work in connection with the graduate courses. 
Such, in a general way, is the provision at present made 
at Marquette University. It is, frankly, a beginning, 
and the University authorities by continued study of 
their own experience in the hospital field expect pro- 
gressively te improve the curriculum and its content. 
We shall always be glad to have suggestions from any 
source and to have the benefit of sympathetic criticism. 























Heating Problems in Hospitals 


Simple Facts Plainly Written and Easily Understood 
E. W. Riesbeck, Consulting and Service Engineer, Chicago. 


HE problem of 
satisfactory heat- 


ing has perhaps 
troubled the superiors of 
hospitals as much as any 
other. 

Proper hospital heat- 
ing is of the utmost im- 
portance because it has a 
certain bearing on the 
welfare and recovery of 
the patients and is essen- 
tial to the comfort and 
well-being of the hospital 
personnel. During the 
eight months of the year that heat is required in a hos- 
pital we have a tendency to leave the responsibility to 
the engineer, who takes care of it as best he knows how 
with the plant equipment at his disposal. If more heat 
is needed in the hospital he shovels more coal and raises 
more steam. 

In eighty-two per cent of the cases the writer has 
investigated, this method was found to be costly. The 
ever increasing price of coal brings with it an increased 
cost of heating, which is unnecessary if proper means 
In all the 
cases investigated the coal consumption was cut down, 
rather than increased, when it was found that in a hos- 
pital which cannot be heated properly with one-half to 
one and one-half pounds of steam, there is need of 


other than feeding the furnace are adopted. 


something else than a greater consumption of coal. 
Heating plants depend for their proper operation on 
three things: 

First—Steam to heat the radiators. 

Secondly—Proper and rapid removal of all air 
from the radiators, steam lines and returns from and to 
the radiator. 

Thirdly—Rapid return of the water condensed in 
the radiator, to the boiler or power house, thus freeing 
the lines of condensation. 

Let us consider these three items in their proper 
order. 


Supplying Steam to the Radiator — ; 
Steam is supplied to the radiator. This steam is 


made in a boiler and when no pressure exists in the 
boiler, and the water is merely boiling, the vapor arising 
from the water has a temperature of 212 degrees F. 
If this temperature could be brought into the radiator 
it would heat the room sufficiently without any addi- 
tional pressure on the lines. This, of course, is impos- 
sible because condensation takes place and air is present 
in the radiators and in the pipes. 

Most hospitals, however, use from three to twelve 
pounds of pressure to heat the rooms. Why? In the 
first place, air is present in the radiators and in the 
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Mr. Riesbeck has prepared for HOSPITAL 
PROGRESS a series of practical articles of 
which this is the second. 


Out of his many years of experience as a 
consulting and service engineer, and as a writer 
on such subjects, Mr. Riesbeck will be glad to 
answer through these columns, questions on 
mechanical problems incidental to the erection 
and operation of hospitals. 


Write to Mr. Riesbeck in care of HOS- 
PITAL PROGRESS.—The Editor. 
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supply lines and must 
be expelled to allow the 
steam to enter. Various 
air vents are 
produce more or less effi- 
cient results. If these 
vents expel all- the air 
from the supply lines and 
radiators in the shortest 
possible time, all is well 
and the hospital will be 
heated by a few ounces of 
But 
them do not, indicating 
that something is wrong. 


used and 


pressure. most of 


They are either located in the wrong place on the 
radiator or supply line, or the small vent opening on 
the top is stopped up with sediment or core sand com- 
ing from the radiators. There is also the possibility 
that they are not suitable for their work. This non- 
performance of the air vent causes a great amount of 
waste in coal, and often taxes the capacity of the boiler 
to the utmost. 

To perform its work satisfactorily the air vent must 
be correctly designed, properly regulated, and installed 
in a place where the air generally accumulates. It 
should free the entire system of air in ten to fifteen 
If radiators are cold after that length of time 
an investigation should be started immediately to deter- 


minutes. 
mine the cause. There is no excuse for cold radiators 
and excessive steam pressure if the air vents are looked 
after properly or replaced with new ones when they are 
found to be defective. The application of the foregoing 
remedies will save large amounts of coal and much 
annoyance. 

Sometimes, of course, the heating plant is not prop- 
erly installed and causes trouble, or the supply pipes 
All our read- 
ers will agree that if we can get steam to the radiator, 


are too small, which should be remedied. 


even at a low temperature, for instance 214 degrees, 
which is only slightly above the boiling point of water, 
hot radiators will be the result. This low temperature 
corresponds to two ounces of pressure. Houses heated 
by hot water seldom use a hot water temperature of 
more than 160 degrees to heat all the rooms properly. 
There is no reason why an excessive pressure should be 
carried on the boiler in a hospital if only the air is 
removed properly so that the steam can enter the radia- 
tor. This important item is too often overlooked by 
engineers, when it should have foremost consideration. 
Simple Difficulties 

In many hospitals which the writer investigated he 
found nothing wrong but air binding in the lines and 
radiators. Air will always go to the highest point as soon 


as it is heated and should be removed there by the proper 
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type of air vent. In a hospital in the Middle West, 
where the heating plant was so inefficient that eight to 
twelve pounds of steam were required to heat the build- 
ing, it was found that after the air was removed one 
pound of steam was sufficient to heat all the rooms prop- 
erly and the saving of coal amounted to twenty-eight 
per cent. This was also true of a hospital in eastern 
Pennsylvania, where air caused all the trouble in the 
heating system. A saving of two and one-quarter tons 
of coal per twenty-four hours was effected after the air 
was removed from the system and radiators, and the 
water condensed in the radiators promptly returned to 
the boilers in the power house. The foregoing will show 
the importance of air removal from the heating system. 

Fig. 1 and Fig. 1A show air vents for radiators. 
The float of these air vents is supported on the bottom 





FIGURE 1A. AIR VENT 


AIR VENT. (SECTIONAL VIEW). 


FIGURE 1. 


and in this position; the air outlet port on top is open, 
allowing the air to escape. If the supply lines to the 
radiators are not vented properly all of the air must be 
discharged through this small opening. The curved 
pipe extending into the radiator will prevent the water 
from being forced into the air vent, and will thus pre- 
vent the closing of the outlet port on top. In many 
air vents used, water remains in the vent valve body, 
lifting the float, thus closing the vent opening. The 
result is that the air cannot escape; consequently the 
steam cannot enter the radiator until a much greater 
steam pressure is supplied, which forces the air into the 
last sections of the radiator and heats the other part 
of the radiator. This accounts for the fact that some 
parts of the radiator are cold. 

There are on the market various types of air vents 
which have given good results when placed on the sup- 
ply and return lines to let the air out before it enters 
the radiator. These air vents must be placed from ten 
to twelve inches above the pipe by means of a nipple to 
give best results. 

Water is condensed in the radiator and must be 
removed rapidly. If the heating arrangement is a one- 
pipe system in which the steam enters the radiator 
through the same pipe that returns the water to the 
boiler, then this pipe must have ample fall toward the 
boiler in order to remove the water quickly against the 
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FIGURE 4. THERMOSTATIC 


AIR VENT AND FLOAT. STEAM VENT. 


steam flowing in the opposite direction (see Fig. 6). A 
float type vent valve such as shown in Fig. 4 has given 
good results in freeing the return line of air. Figs. 2 
and 3 show a type of air vent suitable for supply lines. 
We show these here because we have found only too 
often that a common radiator valve is placed on these 
lines. This, of course, is unsuitable; it is entirely too 
small to perform with any degree of efficiency the work 
it should do. 


Imposing on the System 
It often happens that hospitals erect additions after 


the heating system is installed to serve a certain build- 
ing, and then connect the new addition to this heating 
plant, expecting it to carry the newly erected building 
without increasing the supply lines to the old building. 
The result is a shortage of steam in both buildings. This 
condition existed in a hospital in Chicago and was rem- 
edied by installing a different type of air vent which 
was connected to a small vacuum pump, thus freeing 
the system of air and causing a more 
Before 
this was installed it was impossible to 


rapid circulation of the steam. 


heat both the old and new buildings 
with less than twelve pounds of steam. 
After the change was made only one 
to two pounds of steam were used to 
heat both buildings. 





Fig. 5 shows how this was accom- 


plished. The receiving tank and boiler 





FIGURE 3. 


THERMOSTATIC ¢ : 
AIR VENT feed pump shown on the righthand 

TIO} oi : 
GOTEW) side were installed to return the water 


to the high pressure boiler but are not 
necessary on a low pressure heating job, such as is used 
in most hospitals. 

The foregoing explains that air is the cause of most 
heating troubles and that when this cause is removed 
and the water of condensation is quickly returned to 
the boiler, many heating troubles are over and the coal 
supply will last much longer. 

In hospitals heated by a vacuum system it was 
found that a pressure of from two to four pounds was 
carried on the radiators. It was demonstrated to the 
satisfaction of the parties concerned that the rooms 
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could be heated better if this pressure was reduced to 
two or four inches of vacuum on the supply line, which 
means that less than atmospheric pressure was carried 
on the entire institution. This resulted not only in a 
saving, but in better room temperature control. In 
order to secure accurate data for our hospitals one of 
these institutions was observed very closely all last win- 
ter and at no time was the above pressure increased, not 
even when the outdoor temperature reached the lowest 


point in years, namely, 20 degrees below zero. The 
room and corridor temperature varied between 70 and 
72 degrees according to the weather condition. This 


proves conclusively that we do not give sufficient atten- 
tion to the heating problem in our hospitals. We are 
too much inclined to leave this important matter entirely 
to the engineer, who is busy with other matters in the 
hospital and perhaps delegates the responsibility to the 
fireman. The results have been explained in this article. 
Economy as Well 

Thousands of dollars can be saved yearly if only 

the proper attention is given the subject of heating. 


STEAM SUPPLY 
FLOOR LINE MAIN \_ 


/ BOLER FEED PUMP 
FIGURE 5. INSTALLATION OF AIR LINE VACUUM VALVE ON ONE-PIPE SYSTEM. 
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Many a piece of much needed equipment could be pur- 
chased with the money thus saved, and additional com- 
forts secured for the patient. It is well worth our 
serious consideration at a time when coal prices are as 
high as they are now. Another large factor is the pur- 
chasing of coal, about which much has been written. 
I find that in most cases the engineer does the pur- 
chasing. He has bought a particular kind of coal for 
years and is not readily inclined to make a change. 
His attitude is often this: that he has used the coal for 
years and gets good results, though he cannot always 
tell how these results compare with those obtained by 
other hospitals which have spent time and money to get 
the very best results obtainable. No matter how per- 
fect we may think we are, if we do not compare our 
standards with those of others, we cannot judge our re- 
sults intelligently. 

We will give only one instance of the many that 
A hospital in Michigan 
for years used lump coal purchased at $5.75 a ton. We 


have come to our attention. 
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suggested that screenings would be better for their fur- 
nace. The engineer objected strenuously, but a carload 
of screenings was ordered and tried out under the 
writer’s supervision, with the result that the screenings 
worked just as well as the other coal and saved the hos- 
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pital $1.75 a ton; the price of the screenings was only 
$4 a ton. 

I believe we should look more closely into this im- 
portant problem of heating, so much neglected in our 


hospitals. 


The Need for a Children’s Department in a General Hospital’ 


Sister M. de Paul, St. Mary’s Hospital, Kansas City, Mo. 


HEN one considers the necessity of a children’s 

ward in a general hospital the question arises, 

What is the mission of a modern hospital? 

What does it expect from the community and what does 

it owe the community? How can it best serve the needs 
of its medical staff? 

We assume that the mission of the modern hospital 
is three-fold: first comes the ministering to the sick who 
apply for admission; secondly, affording facilities for 
the medical fraternity of the community to handle ade- 
quately their patients who cannot be cared for in the 
home; thirdly, affording a means whereby the visiting, 
resident, and nursing staff can obtain a well rounded 
knowledge in the care of the sick. 

The first mission of the hospital, therefore, is to 
minister to the ill who apply to it. From whom shall 
these ministrations be withheld? Of course, it is un- 
wise to admit an individual suffering with some con- 
tagious disease, whose presence in the hospital would 
be detrimental to other patients. But what justifica- 
tion is there for excluding an individual ill and needing 
expert care, just because the individual falls short of a 
certain age limit? It may be argued that the hospital 
is not equipped to handle infants and children; a diffi- 
culty more imaginary than real, for very little equip- 
ment is needed. 

It is a fact, however, that the hospital’s shortcom- 
ing may be very great in the ability of the nursing staff 
to carry out the various procedures in pediatric nursing 
which have evolved in recent years. It may be that the 
hospital has no ward with a few babies’ beds, and must 
put the infant in a private room, necessitating the em- 
ployment of a private nurse, or taxing of the floor nurses’ 
This obstacle 
can be met by setting aside a cool, airy room, preferably 


time to the neglect of adult patients. 


in one wing of the hospital or at least off the main cor- 
ridor, and fitting up a few babies’ beds. After such 
arrangements are made to receive children the most im- 
portant part of the work is to establish a policy of 
medical management and train a good supervising nurse 
to take charge of the patients. 
the children’s department is intact it is just as easy to 
care for ten patients as it is two or three. 
Management 
This brings us to the management of a children’s 


department. The mere presence of a few baby beds in 
a ward, and an efficient nursing staff, will fall short of 
serving the best interests of the patient and will be of 


Once the organization of 





1Read before the Missouri Conference of the C. H. A. in St. 
Louis, Sept. 2, 3, and 4, 1924. 





no teaching value to nurses and interns unless there is 
a definite policy, and a pediatrician in charge and re- 
sponsible for the work of the department. A few free 
beds in the ward in which the attending pediatrician 
has full charge will serve as a basis for developing the 
resident and nursing staff to a degree of efficiency ordi- 
narily found in surgical service. 

The usual tendency in general hospitals is to regard 
the children’s ward as the tail end of the general med- 
ical service, fill it with a hodge-podge of surgical, med- 
ical, or orthopedic cases which have nothing in common 
but a relative similarity of ages, and let each attending 
physician treat any patient he has referred to the serv- 
ice. Oftentimes the child is sent in by a busy surgeon 
practice and 
he tells the 


nurse to “feed him up” or have some one else see him. 


who regards him as a by-product of his 
whose responsibility seems to end when 
Very often the busy practitioner who persuades a 
nursing mother to enter the hospital for some reason, 
also tells her to bring the baby with her to the chil- 
dren’s ward, where the baby is consigned to the nurse 
in charge. Of course, if trouble comes the patient is 
turned over to the pediatrician. Naturally such a ward 
has no settled policy, no coherent plan; it serves the 
patient very little and is almost without value for the 
training of nurses or interns. 

In a well conducted children’s ward there should 
be such provision that any member of the visiting staff 
can send his patients in and take care of them. It 
should be expected that a history and physical examina- 
tion and admission diagnosis will be recorded and the 
patient’s progress followed as closely as if he were an 


operated case. With infants one of the most important 
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factors is the feeding. Unless the attending physician 
knows from day to day how the infant reacts to his 
feeding, his gain or loss, number and character of the 
stools, he will not have his patient well in hand, and 
his lack of interest is soon followed by a lack of interest 
among the interns and nurses. 
Influence of Pediatric Service 

This lessens the respect medical students should 
have for the care of the sick child, and it is this lack 
of respect on the part of some physicians which is the 
principal factor in the inefficiency of children’s wards. 
A practitioner will frequently delegate the care of the 
child to the nurse or intern with the remark, “I do 
not know anything about children,” and perhaps leave 
the further impression that he does not care to know 
anything about children; that he is too busy with more 
important work. Those who work with children know 
that the care of the sick infant will frequently tax the 
skill and ingenuity of the best trained medical man. 
They know, too, that for the development of diagnostic 
acumen and the application of medical science the man- 
agement of the sick infant is nothing to be scoffed at. 

We must also remember that the intern finishing 
his hospital training and going out into practice will 
find that the care of the sick children in his community 
will often form a large share and a lucrative element 
of his work. And if this physician has been trained in 
a hospital which had no children’s ward, or where the 
children’s ward was a dumping ground of all the chil- 
dren who entered, with no policy, no directing head, 
and with laxity on the part of the visiting physicians, 
he probably will regard the sick child in the same light 

In Every General Hospital 
In conclusion, we may assume that every modern 


general hospital owes it to the community to conduct a 
well regulated department for children, where the child 
will receive the same scientific care that surgical pa- 
tients receive; that it owes it to the attending staff to 
have nurses trained in the care of children, and facili- 
ties for the care of little patients whom they may send 
in; it owes to the intern staff, an organization in which 


they can learn and see carried out the methods which 





HOSPITAL PROGRESS 


477 





have been developed in the past few years in the man- 
agement of the sick child; an organization also which 
will increase their respect for pediatrics. 

We as Catholic Sisters and followers of Christ, 
should especially make it our endeavor to be of help to 
these afflicted little ones, bearing in mind the words 
of our gentle Savior, “Suffer the little children to come 
unto Me, for theirs is the kingdom of heaven.” 

DISCUSSION 
Sister Mary Charles, St. Joseph’s Hospital, Boonville 

I have often questioned how a real sick child can 
be cared for in the home, with so many obstacles to 
prevent its recovery. First of all, the mother has not 
the training, and in most cases is already overburdened 
with home duties. Added to this, visitors, noise of other 
children, lack of dietetic understanding, etc., make it 
almost impossible to carry out the doctor’s orders. 
Therefore the need of a pediatric department in all hos- 
pitals. 

If doctors sick chil- 
dren bring a little patient to the hospital, the pedia- 


who are not interested in 
trician should be placed in charge of the case so that 
the child receives the best care possible. If there is 
objection on the part of the family doctor, then I would 
advise that this be made a staff rule to prevent future 
embarrassment. The pediatrician should be well trained 
and very efficient in his work, because of its importance 
and because the interns and student nurses look to him 
for advice and example in the conscientious care of sick 
children. 

Too much cannot be said about the diet, and here 
the dietitian plays an important role. Some children 
require artificial food, and the students should be well 
acquainted with feeding methods by gavage or nasal, 
as ordered, so that the child will be properly nourished. 

In regard to pediatrics I would like to suggest that 
if, where it is possible, the hospital would set aside an 
apartment, or preferably a separate building, for con- 
tagious and infectious cases (strictly isolated) much 
good could be done. If we are to exclude children from 
our hospital care, how many will become weak and de- 


formed; how many may die without the rites of their 
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church, and how many infants even without baptism. 
We can in some way aid these unfortunate sick chil- 
dren. 

It is also essential that student nurses have experi- 
ence in nursing such cases. When they are called to 
them after graduation, our nursing schools are blamed 
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for not providing complete training. To my certain 
_knowledge there is no Catholic hospital within this state 
which offers affiliation in pediatrics or contagion. 

Is it not possible for some large community to take 
up this work and offer affiliation to student nurses in 
the Missouri hospitals ? 


Psychotherapy in Obstetrical Nursing 


James J. Walsh, M.D. 


HERE is probably no field in the whole range of 
medicine in which it is more important to main- 
tain favorable suggestion in the patient’s mind 

than that of obstetrics. This is particularly true for 
the primipara. It is easy to understand how the birth 
process seems appalling to a woman who has never had 
the experience. Even after one knows the anatomy of 
the parts concerned it is indeed difficult to understand 
just how the head and body of a child can be delivered 
from a young mother without inflicting an amount of 
pain that is awful to think about beforehand, and with- 
out the production of such serious disturbance of tissues 
during the process as must leave the mother almost com- 
pletely prostrate and with vitality seriously impaired. 
The more she thinks about it the worse the prospect be- 
comes until there comes upon the patient a sense of 
utter panic over the inevitable cataclysm, as it seems to 
be, that must take place in order to afford her the con- 
solation of being a mother. It takes away a great deal 
of her power to go through the birth process, by sapping 
more than half the courage with which she must face it, 
and education has only served to make the dread of the 
process worse instead of lessening it. 

In our day the obstetrical nurse is often likely to 
be with the patient during the period before the birth, 
and can do much to lessen this panicky feeling and 
make the patient understand that after all it is the 
most natural process in the world and nature accom- 
plishes it with comparatively little disturbance either 
of mind or body. For that matter, it is not a patholog- 
ical process but only a physiological series of incidents. 
That is to say, it is not a disease nor even morbid in 
any sense, but only a perfectly normal procedure by 
which every human being that has ever lived has entered 
the world. There is no other way to be born; if there 
were it would surely have been discovered before this 
time and we would have taken advantage of it. 

Misplaced Sympathy 

Much sympathy is wasted in our day over the fact 
that women have to go through the awful torment of 
labor in order to have children. It has been suggested 
even that God cannot be a good God; or at least, as one 
feministic writer has put it, “He must have a lamentable 
relationship with the masculine portion of humanity or 
He would not have created a birth method such as it 
is; or surely He would have eliminated the torture of 
it or modified its painfulness in the course of time.” 
Such mistaken expressions of sympathy create in cer- 





tain sensitive women an intense and unfortunate self- 
pity over their condition and the pains they have to go 
through. Sympathy is always a dangerous thing. It 
takes away some of the courage with which people face 
an event they have to meet, and this makes the painful- 
They become less 
capable of bearing pain and more sensitized with regard 


ness of it more noticeable to them. 


to it, as a consequence of the self-consciousness aroused 
by a friendly interest which increases the attention to 
discomfort and thus multiplies it. 

While there is no doubt at all that the birth pangs 
are very severe, I have known but very few women who 
have ever said that their baby, if it lived and was 
The 
few who have declared that this was not so are highly 
neurotic mortals who have the feeling that they have 
been imposed upon by being asked to stand anything 
in life. Almost as a rule they are people who have 
never done anything worth while in life, and as the 
Sybarite, have been inclined to complain over any dis- 
comfort ; they are like those who bemoan that the folded 
rose leaf presses unevenly on their skin and disturbs 
them. 

After having had two or three children women 
think almost nothing of it. I have known women to 
meet their physician at the door and be ready to bid 
him good-bye within two hours after. I have known a 
woman to ask her husband at the breakfast table to send 
the doctor around as he passed his house. When the 
doctor came he found his patient playing quietly on the 
piano, and when he would have excused himself and 
said that he would be back later, for it seemed a false 


healthy, was not worth it all and more besides. 


alarm, she said “No,” 


and the baby came in the course 
of a little more than an hour. These are exceptional 
cases but not nearly so exceptional as is thought. 

When women had a house full of children in the 
old times this was the way they came. Pioneer mothers 
had their babies miles away from physicians, often with 
only the woman neighbor of five miles away as an at- 
tendant for a few hours; perhaps without even that 
consolation and support. Such women were not hurt 
by their maternity but lived on sometimes to be happy 
grandmothers, as in the case of my own grandmother, 
who never had a physician for the birth of her ten chil- 
dren, yet lived to be well past ninety years of age in 
the enjoyment of excellent health and who attended as 
the sole ministrant at the birth of some thirty grand- 
children without losing one of them or their mothers. 











Maternity and the Football Team 
I have often ventured to say after having seen a 


very large number of women in labor in the great clinics 
in Europe, that the process of having a child calls for 
no more powers of endurance of pain and discomfort 
than being selected as the representative of one’s uni- 
versity on the varsity football team. Now that spring 
practice begins nearly six months before the big games 
and men have to keep in condition all summer and go 
through that hardening of the muscles necessary to make 
them fit, I am sure this comparison is not far from be- 
ing adequate. 

The gradual growth of the uterus leads to the neces- 
sity for muscular accommodation of many kinds on the 
part of the mother during the course of six months 
before birth. Just in 
the same way the 
young football player 
must learn to accom- 
modate his muscles to 
many things. He goes 
to bed sore and tired 
every night for months 
from the exercise 
required to put and 
keep him in condition. 
The birth process it- 
self under normal con- 
ditions probably calls 
for no more courage- 
ous facing of muscular 
discomfort of one kind 
or another than the 
demands of a big football game. Indeed, I am quite 
sure that in proportion many more football players are 
more or less seriously injured in the games every year 
than women are hurt in any way by the birth process. 

If you were to pity the ordinary young collegian 
for being chosen to represent his university on the foot- 
ball team because he would have to stand such hard 
training and because he might be hurt in some of the 
big games, you can easily understand what a scornful 
reception would be accorded your sympathy. He is per- 
fectly willing to take all these risks for the sake of the 
glory he gets out of it, or rather the sense of satisfac- 
tion that he is doing something for his university. If 
the team meets with defeat he will feel pretty blue about 
it and his hurts will give him a good deal of pain. But 
if the team wins he will not mind the twinges his 
strained muscles may give him, or a torn ligament or 
two, or even a wrenched knee. It is all in the day’s 
work and he is satisfied with his opportunity to take 
The comparison may seem trivial or far 
It is made after serious consideration, 


part in it. 
fetched to some. 


with the memories of football experience as center rush 
still in my mind, and an effort at least at impartial 
comparison with puerperal conditions as I know them. 


Health and Children 
Women who have had three or four children are 
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“TO MY FRIEND” 


“As in the depths of some Cathedral dim 

A radiant window glorifies the air 
By sending through the aisles and arches grim 

Its rich sweet light replate with colors—rare; 
So in the Sacred places of my heart 

Your friendship stands and sheds its tender glow 
Enriching—beautifying, in such part 

As only you and I may ever know. 
Then in this Sanctuary of my life, 

O shine for ever friendships passing dear! 
With purity and strength and sweetness rife, 

I’m blest indeed while I can claim thee here.” 
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sometimes likely in our day to turn to their nurses for 
consolation with regard to the fact that supposedly their 
health may suffer as a consequence of the number of 
A good deal of sympathy is 
wasted over these patients by some modern women. 


children they are having. 


There is absolutely no reason for thinking that a 
My 


own grandmother, who had ten, lived as I have said, to 


woman’s health is hurt by the bearing of children. 
be ninety-three. She had had some very hard trials in 
her younger years, having come over on a sailing vessel 
which took some ninety-five days to cross the ocean so 
that most of the time the passengers were on half rations 
and toward the end had only a couple of pounds of oat- 
meal and a quart of water a day. Typhus developed, 
the “ship 
fever” of those days, 
half the 
gers perished. 


dreaded 


and passen- 

But this girl of 
eighteen survived and 
worked very hard dur- 
thirty 
years of her life, with- 
out help except for 
that afforded by her 
own children; and 
went through an epi- 
demic of smallpox 
with them before the 
days of vaccination, 
when well and ill used 
to sleep together in 
the same beds so that all would get it and the disease 


ing at least 


would be finished for that family. Grandfather 
received the munificent wage of seventy-five cents 


a day at the beginning, and yet the children all lived 
not only to grow up but the first of them to die was 
nearly forty. Three of them lived beyond eighty, one 
is still alive at eighty-six, and the others are over sev- 
enty. Neither mother nor children evidently suffered 
from the large family. 

In writing on the subject in the last chapter of my 
book, “Health Through Will Power,” I said: 

“Some rather carefully made statistics demonstrate 
that the old tradition in the matter of the mothers of 
many children being healthy and long lived and their 
children hearty and strong, is not merely an impression 
but a veritable truth as to human nature’s reaction to 
a great natural call. While the mothers of large fam- 
ilies born in the slums with all the handicaps of pov- 
erty as well as hard work against them, die on the 
average much younger than the generality of women 
in the population, careful study of the admirable vital 
statistics of New South Wales show that the mothers 
who lived longest were those who under reasonably good 
conditions bore from five to seven children. 

“Here in America a study of more favored families 
shows that the healthiest children come from the large 
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families, and it is in the small families particularly that 
the delicate, neurotic, and weakly children are found. 
Alexander Graham Bell, in his investigation of the 
Hyde family here in America, discovered that it was in 
the families of ten or more children that the greatest 
longevity occurred. So far from mothers being ex- 
hausted by the number of children that were born, and 
thus endowing their children with less vitality than 
they would if they had fewer children, it was to the 
numerous offspring that the highest vitality and physi- 
cal fitness were given. One special consequence of these 
is longevity. 

“In a word, the dread so commonly fostered, that 
the mothers of large families will weaken themselves 
in the process of child-bearing, and unfortunately pass 
on to their offspring weakling natures by the very fact 
that they have to repeat the process of giving life and 
nourishment to them at comparatively short intervals, 
is as groundless as many other dreads, for exactly the 
opposite is true. It is when nature is called upon to 
exert her amplest power that she responds most bounti- 
fully and dowers both children and mother with better 
health in return.” 

As a matter of fact, women may not only have 
large families and remain in good health; they may 
be able to do good work of excellent character and yet 
not suffer from either a nervous breakdown or from pre- 
mature shortening of life. Maria Theresa, the illustri- 
ous empress of Austria, who in her time was considered 
one of the greatest monarchs of Europe and who was 
undoubtedly one of the great rulers of the world’s his- 
try, was the mother of eighteen children. She had bet- 
ter health than any of her children, though many of 
them, as for instance the famous Marie Antoinette, lived 
to go through some very serious trials. 

Doctor Van Swieten, who was Maria Theresa’s 
physician, tells us that when she was married she knew 
absolutely nothing about sex. Her father when she 
was born had hoped for a son, and when her mother 
died shortly after her birth he brought her up as his 
constant companion; she rode and hunted with him 
developing a magnificent physical constitution. Her 
absolute guilelessness of sex knowledge made it uncom- 
fortable for her husband until it was explained to her 
by Van Swieten that marriage was for the purpose of 
having children; that they were needed for the dynasty 
and that she must take this into consideration. Neither 
the many children she bore, nor her absolute ignorance 
of sex at the age of nearly nineteen, seems to have had 
the slightest effect in hurting her health or in making 
her life anything other than the magnificent success it 
was. Race Suicide 
The obstetrical nurse should know stories of this 
kind and be ready to tell them. At the present time this 
a popular side of the question but there is no 
doubt at all that it is the side which makes not only 
for health but for genuine satisfaction in life. Be- 
cause of the quite unfounded dreads of women with 
regard to having children, native-born families are 


is not 
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dying out everywhere throughout the country. This 
is true not only for the descendants of the early English 
colonists, where the disappearance of old families is 
very striking, but it is true also among the descendants 
of Irish and German immigrants, and gradually it is 
coming to be true of other races as well. The reason 
is that there are too many bachelors and old maids in 
the families and too few children among those who 
marry. Sterility does not mean so much in this regard, 
as small families. Fewer than four children in a family 
means that the family strain is dying out. 

The better educated people are as a rule, the fewer 
children they have. It has been pointed out that there 
is less than three-fourths of a college man to replace 
his college graduate father of thirty years ago. There 
is said to be less than half a daughter of the graduate 
of the woman’s college to replace her mother at the col- 
lege ; 
colleges and universities depended on the children of 
their graduates to supply them with students they would 
have to close their doors before long. This has been 
called deservedly, “race suicide,” a term invented by 
Professor Ross and popularized by President Roosevelt. 
The new state of affairs is supposed to be the result of 
greater care for health of parents and offspring, but if 
that and not mere selfish avoidance of trouble is the 
reason, it is on entirely mistaken grounds. 


the educated classes are dying out and if our 


At times young women, especially those under 
twenty-three, the age at which they have heard that 
full growth is attained, are inclined to think that be- 
cause of their youth and comparative lack of develop- 
ment they are likely to suffer much more, and their 
children are more liable to injury and even to death. 
So far is this from being the case that exactly the op- 
posite is true. As a matter of fact, women attain bodily 
maturity much younger than men. That is why, ac- 
cording to old tradition and law, they are said to reach 
their majority at eighteen. X-rays have confirmed this 
old tradition, showing that the bones of a young woman 
of eighteen are as old as those of a young man of twenty- 
one, and the same is true for other tissues. 

The infant mortality is lowest among the children 
of young mothers between twenty and twenty-five years 
of age, though it has been found that “delay in child- 
bearing after that period penalizes the children.” This 
is, of course, true particularly for first children, though 
after the first birth in normal women the age of the 
mother makes almost no difference so far as concerns 
any increase of danger for the child. Successive chil- 
dren are usually a little sturdier and more vigorous than 
their immediate predecessors. There is on the average 
a half a pound increase in weight at birth between suc- 
This is said to 
continue yp to the seventh, when diminution in weight 
takes place for several children; a standard weight is 
maintained after that. These are the statistics of large 
maternity hospitals where the records have been kept for 
many generations. 


ceeding children of the same mother. 


(To be concluded in the January ‘=3ue.) 
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KITCHEN AT ST. BONIFACE HOSPITAL, ST. BONIFACE, MAN. 


Equipping the Hospital Kitchen’ 


A. E. Merrill, Specialist in Kitchen Design, with Albert Pick & Co., Chicago. 


O two persons, regardless of their experience, will 
N quite agree as to the most practical and service- 

able planning of any kind of a kitchen. This 
applies equally well to the hospital and restaurant fields, 
and the cafeteria or cafe is even more an uncertain 
question. If one were to present to one hundred equally 
efficient and well trained individuals a problem of ex- 
actly the same proportions, and offer them identically 
the same building conditions as to the location of the 
kitchen with reference to the rest of the building, suit- 
able entrances and exits, elevators, etc., he would find 
that one hundred distinctly different and individual 
plans would be prepared. Some of them would be en- 
tirely unworkable, but the majority would be feasible 
and practical, each one representing the most careful 
thought and study of the particular division of service 
in which that individual was most closely interested. 

If we analyzed these propositions further, with a 
view to collecting all the good points and discarding all 
the bad, we would find that again it would be a matter 
of give and take; the advantages of the one would have 
to be offset by some disadvantages in another, for the 
reason that space would not permit an absolutely ideal 
arrangement in every respect and something would have 
to be placed in a corner where it would not be as con- 
venient as on the center of the wall or possibly the cen- 
ter of the room. 

After all, there is to be but one final plan adopted 
and this plan should embody, as far as possible, all 
the good advice, with elimination of all the bad. It is 
this work of studying and analyzing the ideas of many, 





1Read before the C. H. A. Conferences at Spring Bank, Wis., 
July 1 and 8, 1924. 





and concentrating them into the one or two plans to be 
considered, which represents the work of the equipment 
engineer. Often this is a far more serious problem than 
one contemplates until he has actually given it study 
for a good many years and has seen his own ideas put 
to the actual test not only in one place but in many. 
From this practical observation one will have established 
certain fundamental rules which apply equally to every 
type of place, and will have discovered what operations 
may be interchanged without seriously handicapping the 
final arrangement. 
The Purchaser and His Ideas 

It is primarily this uncertainty as to the best plan, 
on the part of those who are in the market for equip- 
ment of any kind, that leads them to an equipment house 
which maintains an engineering department where they 
may secure the services of men experienced in the actual 
use of equipment, who have observed its advantages, 
and have had close association with those who operate 
it. They feel that the service which these firms render 
is invaluable to the prospective purchaser in formulating 
definite ideas and determining space requirements in 
his building; service which will mean a great deal in 
the future operation of the kitchen, either in the way 
of satisfaction or dissatisfaction. 

Even with some of the leading architects of the 
country the consideration of the location and extent of 
kitchen space has been a matter of small importance. 
Sometimes whatever space has not been utilized for other 


purposes thought more important, is turned over for the 
kitchen ; the essential considerations for plumbing, ven- 
tilation, proper and adequate flues, suitable steam, water 
I have had 


and gas lines are often entirely omitted. 
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the experience that when we have prepared definite 
plumbing plans on equipment we have sold, we found 
that the architect had omitted them entirely from the 
specifications, with the result that walls and floors had 
to be torn out from the basement of a five or six-story 
hospital in order to bring in the necessary steam lines 
in the diet and service kitchen, and kitchens located on 
upper floors with no flues leading to them. 
The Equipment Engineer 

This also is the work of the equipment engineer. 
Whereas they do not pretend to be actual engineers in 
the sense that they could assume the responsibilities of 
a mechanical, civil, or electrical engineer, yet these men 
must know something of every associated profession and 
trade in order that they may have the essential informa- 
tion enabling them to perform their work in accordance 
with the requirements, so that each piece of equipment 
to the prospective 


may function properly. Probably 


purchaser this part of the planning is the most directly 
valuable of any work that is done, because the equip- 
ment engineer assumes the responsibility of having the 
proper sizes of all pipes and wires for every piece of 
equipment brought to the proper locations; it inspires 
in the purchaser confidence that these matters will be 
carried out in accordance with practical needs. 

How many times a building has progressed too far, 
and too many conditions have arisen that would be too 
expensive to change, before the problem is definitely sub- 
mitted to the kitchen engineer, with the result that 
makeshifts are often necessitated which do not give the 
purchaser the fullest return on his investment. 

The equipment engineer will prepare upon request, 
without any obligation on the part of the party served, 
tentative plans for the use of the architect or engineer, 
showing the size and arrangement of equipment which 
he believes advisable for any size or type of place. If 
these plans are accepted he will indicate the necessary 
plumbing, steam, water, waste, gas and electrical con- 
nections required to operate this equipment, and their 
proper locations. He also will be very glad to consult 
with the ventilating engineer as to the best manner in 





KITCHEN AT CREIGHTON MEMORIAL ST. JOSEPH’S HOSPITAL, 
OMAHA, NEBRASKA. 
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KITCHEN AT THE PROVIDENCE HOSPITAL, 
SEATTLE, WASHINGTON. 


which his work can be carried out, and, in fact, act in 
an advisory capacity both with the architect and the 
builder for an indefinite period of time. The one stip- 
ulation is that other things being equal he is entitled to 
a very careful consideration when the order is being 
placed. 

It is not at all the idea of the equipment engineer 
or the firm he represents, that only one plan, one ar- 
rangement, and one selection of equipment should re- 
ceive consideration with reference to any proposition ; 
but 
careful forethought, he finds so many things that are 


as one examines the work that is done without 


impractical and so many changes which have to be made 
immediately after operation starts, it is advisable to 
secure this information in advance. 

In the preparation of these plans we try to con- 
sider the ideas of those who are most interested, and 
simply offer advice on the points that are impractical. 
When any plan has been submitted the prospective pur- 
chaser may feel secure that even though it may not 
embody every feature he desired, it is at least a work- 
able arrangement and one which will not have to be 
changed as soon as it is in operation. 

Economy in Permanent Values 

The second consideration is the selection of equip- 
ment, and I wish to outline as generally as 
possible the best way to save money and at 


the same time have the most permanent 
kitchen. Because most firms must recognize 
competition which is making kitchen 
furnishings neither lasting nor service- 
able, some, in their desire to have low 


prices, become unscrupulous in methods of 
construction and in material One 
should endeavor to meet such competition by 


used. 


plainness in the finish of the grades, plain- 
ness in the design, and serviceable construc- 
tion. 
the kitchen, starting with the ranges, may be 
the best means of bringing this to your con- 
sideration. We will start with the ranges 
and follow through with the equipment 
which the kitchen. 


A discussion of the various units in 


forms basis of any 














Ranges are made for gas, coal, or electricity. Where 
but a few years past coal ranges were in predominance, 
today we find conditions reversed and gas ranges are 
given the most consideration. Gas ranges are very 
much easier and cleaner to operate and do not necessitate 
costly storage space for coal, the handling of ashes, and 
delays in starting fires. They are made in two or three 
distinct types; those that have the solid top heated by 
a series of projecting bunsen burners, those with the 
solid all hot top heated by a series of concentric ring 


burners, and the open top with separate burners. For 
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insulated walls, and insulated doors with hinges of 
malleable iron, capable of supporting a weight of at 
least one thousand pounds. 

Particular care must be used in the installation of 
either coal or gas ranges to see that suitable flue con- 
nections are available. Coal ranges must be connected 
to a natural, not an artificial draft, and this flue should 
extend to a point at least three feet higher than the 
highest point of the building or surrounding buildings 


or trees. A canopy over the ranges should be connected 


to a ventilating fan. 





A CORNER IN THE MODEL HOSPITAL KITCHEN EXHIBITED AT THE BUFFALO CONVENTION 
OF THE A. H. A. 


hospital purposes, in the main kitchen the solid all hot 
top range is most efficient. 

In the development of the gas range, which has 
taken advanced strides in the past ten years, keen com- 
petition has developed a very satisfactory product and 
one that is at the same time most economical in the 
use of gas. 

One can make no mistake in using any good gas 
range because the construction of such ranges, and their 
prices, make them as economical as any fixtures which 
can be purchased, and the consumption of gas has been 
studied by all manufacturers until a minimum has been 


reached. 
Where Coal Is Used 


If it is impossible to use a gas range owing to local 
conditions, and coal must be used for fuel, the standard 
hotel unit, four feet in length, which consists of one 
fire box and one oven, is probably the most satisfactory, 
rather than two ovens heated by a single central fire 
or the hot blast type of range where one fire box is 
located at the end of the range and two or more ovens 
are located at the right or left of this fire box. 

The multiple oven requires a more perfect draft for 
proper operation, whereas the single oven will operate 
where conditions of draft are not so favorable. All 
hotel ranges should be made with extra heavy castings, 





Where gas ranges are used, a canopy over the ranges 
should be connected to give natural draft, or preferably 
into the ventilating system, and the flues from the 
ranges lined up under this canopy but not connected 
tightly to the flue. If this is done and a leaky gas cock 
fills the ducts with gas, a terrific and dangerous explo- 
sion will result. 
hospital should be 
In coal ranges no gauge metal less 


Specifications of all ranges 
closely examined. 
than fourteen for oven walls or less than twelve for oven 
bottoms should be given any consideration, and in gen- 
eral the entire weight of the range should be analyzed, 
as this indicates the amount of material which has been 
put into its construction. Three hundred pounds a foot 
are the average weight of a good hotel range. 

The development of electrical heating equipment 
is still in its infancy and its use is still more to be de- 
veloped. The latest and best equipment recognizes that 
any electrically heated unit will be burned out if it is 
misused and consequently should be easily and econom- 
All electrical heating apparatus should 
If the 


rate a kilowatt hour is not more than two and one-half 


ically replaced. 
be thoroughly insulated to conserve the heat. 


cents, it is as economical in operation as gas at an aver- 
age of $1.25 a thousand. 


(To be concluded in the January issue.) 





HERE are two phases of this subject, each of 
T prime importance to hospitals. First, there is the 

liability of the hospital for injuries to its own 
employees; and secondly, there is the relation of the 
hospital to the care of injured workers who are brought 
to it for treatment. 

On the first proposition, the liability of the hospital 
for injuries to its own employees, there are several ques- 
tions. First, does the law expressly include or exclude 
hospitals in its operation? The legislature may, in the 
absence of constitutional restrictions, do as it pleases 
with respect to the liability of hospitals, whether under 
compensation laws or otherwise. If it includes hospitals 
in the operation of the Workmen’s Compensation Laws, 
then they are subject to all the provisions of the act. 
The legislature may exclude hospitals, and especially 
charitable or public hospitals, from the operation of the 
liability laws. Some states include only businesses con- 
ducted for pecuniary profit. This again raises the ques- 
tion, when is a hospital charitable? 

The present statutes on workmen’s compensation 
in the different states vary a good deal, and the facts 
of inclusion or exclusion for each state cannot be set 
forth here. The second question concerns the definition 
of what constitutes an employee’s relationship in a hos- 
pital. With the regular manual worker and other work- 
ers no question arises, for they are like employees of 
any industrial or commercial concern. In the profes- 
sional staff, however, there is a different relationship 
and there are many legal questions which are not yet 
settled. 

Numerous court decisions do not, for example, give 
the staff physicians the relation of employees. A 
physician on the staff in a hospital is not an employee 
of the hospital, but holds an independent professional 
relationship. He, not the hospital, is liable for his acts, 
and by reverse reasoning the hospital would not be liable 
for injuries which he himself might suffer in the course 
of his occupation. So far the question is fairly clear, 
but the paid staff of the hospital and the interns hold 
a different relationship. They are employees of the 
hospital when acting under the direction of the hospital 
managers, but they also hold a quasi-professional rela- 
tionship, and in addition they have a special relation 
to the physician or surgeon whom they may be assist- 
ing. Here is a field of complicated legal and profes- 
sional brushwood which has not been penetrated. The 
rulings of the commissions and the decisions of the 
courts have not yet dealt, so far as I am aware, with 
these questions. 

Regarding Professional Workers 

Whose, for example, would be the responsibility for 

an accident to an intern assisting a surgeon in the per- 





‘Read before the American Hospital Association in annual 
session at Buffalo, Oct. 6-10, 1924, 


Hospitals and the Workmen’s Compensation Laws’ 


John A. Lapp, Director, Department of Social Action, National Catholic Welfare Conference. 
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formance of an operation? Probably the hospital would 
be responsible, but on the other hand, the intern, when 
assisting a surgeon, is subject to the direction of the 
surgeon. The nursing staff’s relationships present sim- 
ilar difficulties. The nurse works for the hospital but 
she also carries out the directions of physicians and 
surgeons who are not the managers or employees of the 
hospital. If a nurse were injured while carrying out 
the directions of her professional superior, the doctor, 
would the hospital be liable? Probably so; yet in the 
given case the doctor might give the direction which 
caused the injury. 

Again, what is the relationship between the hos- 
pital and other professional workers, such as x-ray op- 
erators, pharmacists, and so on, employed by the hospital 
management itself? Are they employees in the strict 
sense when they carry on their work on their own inde- 
pendent judgment and in their professional capacity are 
not subject to direction by their employers? These 
are questions which may have been answered by rulings 
of commissions here and there, but which have not yet 
reached the stage of formal definition in siatutes or in 
court decisions. 

Lastly, the question of what constitutes injury in a 
hospital, is far more complicated than in many other 
employments. Pure accidents are similar to those in 
other employments, but the greatest risk which workers 
run in hospitals is infection from patients whom they 
take care of. Is it an accident when a nurse contracts 
a disease from a patient? It has been held so where 
the case is clear, as for example, in blood poisoning; 
but is it an accident when an attendant acquires tuber- 
culosis in a sanitarium? Even where the laws cover 
occupational diseases there are uncharted roads to jus- 
tice for the worker. As a matter of fact, the inclusion 
of occupational diseases under the Workmen’s Compen- 
sation Laws of several of the states is more important 
to the hospital than the original provisions concerning 
pure accidents. Just what the final effects of such legis- 
lation will be upon the hospital cannot be foreseen, but 
since every employee of a hospital runs the risk daily 
of some sort of an infection, it is certain that the hos- 
pital should be a factor in shaping occupational disease 
compensation laws. 

In the next few years multitudes of questions must 
come before commissions and courts in the attempt to 
clarify the great variety of technical and professional 
questions which are latent in the peculiarity of relation- 
ship between employer and employee, greater in hos- 
pitals than in other employments. 


Hospitals and the Law 
In the second phase of this paper we are concerned 


with the hospital as an agency in administering the 
compensation laws for the benefit of the employees in 
the community. The laws provide two benefits to in- 
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jured workers, cash payment and medical care and re- 
habilitation. We are concerned only with the latter 
phase in this paper, but in passing it should be remarked 
that the low scale of cash payments and the long waiting 
periods, do not give full justice to the workers under 
the laws of many of our states. 

That phase of the compensation laws which pro- 
vides for medical care should receive the earnest thought 
and planning of hospital managers. It has not had the 
attention it deserves in that quarter in the past. The 
laws have just grown up. Medical men scarcely gave 
attention to their provisions. A search of the New 
York State medical journals indicates no interest what- 
ever on the part of the medical profession during the 
many years when the New York State Compensation 
Law was being framed and enacted. The same could 
be said of the hospital journals. In only two or three 
states have the hospital leaders seemed to realize that 
this legislation concerns the hospitals. 

Some of the laws are, by trial and error, reaching 
toward adequacy of medical care, but no law has yet 
made clear the relationship which the hospitals should 
properly sustain to this great social movement. No law 
has suitably clarified the responsibility of industry and 
the community to the hospitals for the service which 
they are called upon to perform under the compensation 
acts, nor have the laws truly conceived or reflected the 
fundamental rights of these great charitable institutions. 


The Economy of Good Care 
The first minimum standard in Workmen’s Com- 


pensation Laws should be the adequacy of medical 
service The merest tyro in social welfare or in busi- 
ness should conclude from existing evidence that the 
best way to limit or lessen liability for injuries is to 
provide good medical care for the injured person. In- 
adequate or inferior medical care is the most expensive 
course to pursue, both for business and for society. Con- 
sider only the prolongation of disability by poor med- 
ical care resulting in infections, or consider the finan- 
cial loss from bungling care of a fracture, resulting in 
months or years of disability as against a few days or 
a few weeks. 

Yet in spite of the obvious social and business 
economy of the scheme, the first laws provided, and 
even yet the laws of a majority of the states provide, 
that medical, hospital, and nursing care to be furnished 
as compensation be limited to a brief time and to an 
absurdly low amount. To say that the worker shall 
receive medical, surgical, hospital, and nursing care for 
a period not exceeding two weeks and in no case to ex- 
ceed in cost $75, is to nullify the medical service in 
all serious cases. Many of the existing laws make even 


more absurd limitations than that, but thanks to a 
keener social and business insight several of the lead- 
ing states have removed all limitations on the expense 
for physical restoration. 

Several of the newer laws have gone farther and 
have provided not only for the fullest physical care but 
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also for the vocational rehabilitation of the injured 
workers. The Industrial Rehabilitation Act of the 
United States in cooperation with state governments 
has given tremendous impetus to industrial compensa- 
tion commissions to carry through real programs of re- 
storation of the workers as nearly as possible to their 
former state of efficiency. Fundamentally, justice to 
the injured worker and to society calls for the re- 
storation of the worker physically and vocationally as 
nearly as may be possible to his former state, and for 
compensation for that which cannot be restored. 

One of the matters which has been overlooked by 
the hospitals in connection with the compensation laws 
is that in the regime of limited medical service it is 
the hospital which suffers most the economic losses. The 
slight injuries can be cared for adequately within the 
limitations of the statutes, but every serious case which 
goes to a hospital runs the bill beyond the limit and 
the hospital is left to carry the responsibility of charity. 
A patient brought to a hospital and paid for under the 
compensation laws for two weeks, cannot be removed 
arbitrarily at the end of that time. Unless the patient’s 
friends take him somewhere else the hospital must con- 
tinue to take care of him. In the main the worker 
under such circumstances is thrown upon the charity 
of the hospital. 
why should the hospital be called upon to assume this 
expense ? 


The question naturally arises here, 


Misdirected Charity 

The law fixes the liability for compensation upon 
the employers, who generally insure in an insurance 
company against their liability. The compensation laws 
were passed as a compromise between employers and 
employees. The employee gives up the right to sue for 
indefinite amounts of damages, and the employer as- 
sumes a fixed scale of payments for injuries in return 
for freedom from excessive liability. The worker 
acquired rights in this arrangement, chief oi which in- 
cludes the responsibility of the employer or the insur- 
ance carrier for his medical care. 

Obviously the cost should not be borne by the hos- 
pital nor should any portion be shunted upon it. When 
the responsibility rests upon employers and insurance 
carriers, the hospitals by assuming any portion of the 
cost of caring for injured workers are giving their 
charity not to the injured worker, but to the employer 
or the insurance company. All that is needed is a little 
straight thinking on this point to bring it clearly within 
the understanding of every one concerned. 

The hospital has no moral right to use the chari- 
table funds which it administers, in assuming the ex- 
press burdens of employers or insurance companies, and 
in order that they shall not thus use their funds, accu- 
rate accounting should be provided so that every dollar 
of expense which charitable institutions are bearing un- 
der the compensation laws shall be paid for from the 
proper sources. This accounting, in determining the 
expense of care, should provide for interest on hospital 
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investment and for depreciation as well as for the actual 
current per capita cost incurred in the care of the pa- 
tient. 

Another matter to be considered is the determina- 
tion of what constitutes adequacy of medical care for 
injured workers. The laws of most states provide that 
such medical care shall be the equivalent of that which 
is generally provided in the community under similar 
circumstances. Does this mean that injured workers 
shall be given the minimum accommodation of the hos- 
pital, the medium, or the maximum service? Or does 
it mean that a workman who would probably have the 
cheapest ward accommodation if he were to go to the 
hospital otherwise than through an injury, shall have 
the cheapest ward accommodation; and that another 
person who probably would have had accommodations 
in a small ward shall have like accommodations under 
the compensation laws; and that further, the better-to- 
do worker who would perhaps have a private room, 
would have such a room at his disposal if through an 
accident he went to a hospital under the compensation 
law ? 

It is apparent that in the main the injured work- 
ers get the minimum of hospital accommodations, yet in 
all reason their treatment should be primarily dependent 
upon the gravity of the case rather than their economic 
status. 
care of the poorest worker a private room should be 


If a private room is necessary for the proper 
provided. If high priced, expert medical service is 
needed to save or restore a human being it should be 
provided regardless of expense, with the condition only 
that all charges must, of course, be reasonable. We shall 
need to go far before there is general recognition that 
injured workers are not charity patients. 

The foregoing principle does not require unreason- 
able attempts to get the best medical and hospital serv- 
ice; it does not require that patients be taken to the 
best special hospitals only, or that specialists be brought 
from the ends of the country. It does require that the 
best that is available in the community, if needed, shall 
be supplied. An injured worker is not entitled to the 
regular services of a high priced specialist if a general 
practitioner will do; he is not entitled to the best hos- 
pital room when a semi-private ward or even general 
ward will serve him properly. But the patient is not 
an object of charity and he should know that he is not. 


Right of Selection 

Another question will not be downed in the dis- 
cussion of workmen’s compensation; that is, the right 
of the patient to choose his physicians and, within lim- 
itations, the hospital to which he is to be sent. Most 
states put on the employer the duty to provide medical 
care, and the injured employee is subject to the orders 
of his employer in this respect. 


He may refuse to be 
treated by his employer’s physician or in the hospital 
of his employer’s selection, but if he does he must pay 
the bill himself. 











PROGRESS 


Now it ought to be axiomatic that the employee 
should have the right to choose his own physician and 
hospital except for minor injuries or in a case where 
he is incapable of making a decision. Probably in the 
case of many workers the physician chosen by the em- 
ployer is as good as or better than the one the worker 
would choose, but the right to choose, except in emer- 
gencies, should be with the patient or his next of kin. 
The employer must be prepared to provide physicians 
and hospitals, and the injured employee must be treated 
in emergencies, but the employee should have the right 
to change to a physician of his own choice. 

Lastly comes the vexed question of payment for 
On what basis shall it be determined ? 
Shall it be at a fixed rate per day throughout the state? 


hospital service. 


But in some sections the costs are greater than in others ; 
some hospitals would be overpaid and some underpaid. 
Should the rate be fixed for a given community at a flat 
The 
per capita costs vary widely in neighboring hospitals. 


rate per day? The same inequalities still exist. 
If the rate is fixed at the higher per capita the business 
becomes profitable for the hospital with the lower costs ; 
if fixed at the lower rates the hospital with higher per 
capita must operate at a loss and thus supply its charity 
to employers and insurance companies. There seems 
to be only one just solution to this problem. That is, 
that the hospital shall be paid what it costs it to care 
for injured workers under the compensation laws, 
whether the per capita cost be six dollars or three dollars 
a day for the service given. 
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“MY PRAYER AT 
CHRISTMAS TIME” 
“*Lead, kindly Light,’ all friends of 

mine 
In paths of Peace and Cheer 
At Christmastime and all the time 
Throughout the coming year.” 


































DEACE ON EARTH 
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NSANITY, according to eminent authorities, is in- 
ability to “get along” with others in the world at 
large. Presumably sanity is what insanity is not. 
Treatment for insanity would seem to be training in 
the art of getting along with others. While the large 
majority of sanatoria and state institutions today main- 
tain equipment, in some instances very elaborate, for 
such purposes, nevertheless many institutions are no 
more nor less than asylums in every sense of the word. 

Dr. Eva C. Reid of San Francisco, in an article on 
“Ergotherapy in the Treatment of Mental Disorders” 
(Boston Medical and Surgical Journal), says of the 
female patient: “If she shows an inclination to work 
she is given a trial in the laundry, sewing or dining 
room of the institution; if she proves careless or in- 
efficient in her work she is sent back to the ward. Be- 
cause she allowed an iron to burn out, spoiled a garment 
in the making, or broke a few dishes, many a poor soul 
has been condemned to perpetual idleness for the re- 
mainder of her days. On the other hand, if the patient 
proves to be a willing, patient and efficient worker she 
is condemned to a life of hard labor. In every state 
institution we find old, demented patients whose lives 
have become an existence of hopeless drudgery, with no 
time for recreation or diversion. Such a conception of 
work for the insane is not much longer to be tolerated.” 

“The employment of the insane in the ward and 
housework is a well established custom,” says Dr. Her- 
bert J. Hall in “The Work of Our Hands,” and a great 
deal of money is saved this way that would otherwise 
be spent for service. A series of questions sent to super- 
intendents of state hospitals throughout the country 
brought most interesting answers: 

Dr. C. A. Smith, superintendent of the State Hos- 
pital at Central Islip, N. Y., says: “We have found 
the effect of diversional and other occupation more ben- 
eficial than any one other therapeutic agent. This ap- 
plies substantially to all cases except the delirious. 

“While the labor of our patients represents a defi- 
nite saving in dollars and cents, we regard that as noth- 
ing when the beneficial effects on the mental and physi- 
cal condition of the individual patient are taken into 
consideration.” 

Dr. Don G. Grout, superintendent, Vermont State 
Hospital, Waterbury, Vt., replies: “The effect upon 
all classes of having what they are capable of doing is 
beneficial in every way. It lessens our per capita cost 
of maintenance; very materially, probably fifty per cent. 
It is profitable in every way. 

“Already such beneficient work is the rule rather 
than the exception. The great need seems to be for 
system and classification, so that it may be possible to 
determine what classes of patients react best to given 
kinds of work, etc. 

“There is growing up a new science of work which 


Occupation Therapy 


Katharine D. Bolger. 
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will not be satisfied with the demand of household serv- 
ice from those who are most able. This new science 
will study the possibilities and the effect of productive 
work upon each patient, and it will require measured 
work for all.” 

“Occupation Therapy” is the term by which this 
new science is designated. By its methods the weakened 
individual is examined critically to see what he may 
safely do without detriment to mind or body. Then it 
proceeds to supply that occupation as part of the cure. 

Sometimes there is a fatigue that precludes work 
of any kind. Whether such fatigue is physical or 
psychic, in hundreds of cases it is possible to bring about 
efficiency by gradually increasing the effort. This can- 
not be done carelessly or quickly; it is a problem for 
experience and skill. 

A tendency to rumination and reflection results 
from idleness. The patient should, therefore, have some 
occupation. 


“Occupation: 
“Let the patient have some object to make, how- 


ever simple it may be or however little he may be able 
to work upon it. The mere fact that he has this restores 
his ‘aith in himself. Even though he is able to work 
but a few hours a day he sees the article grow, it coun- 
teracts his depression, buoys up his hope.” 

“Type of Patient: 

“Patients, we will find, may be classified in a gen- 
eral way somewhat as follows: one group that will in 
all probability remain in the hospital the balance of 
their days; a second group that may be returned to com- 
munity life and activity; a third group that may profit 
by work directed with understanding, in a hospital work 
clinic, with an idea and hope of preventing hospitaliza- 
tion. 

“Such classification is often effected in the 


“Occupation Center: 
“This may serve as a proving ground for the rest 


of the institution, from which some are paroled, some 
graded, and some made happier. 

“The working together with others under favorable 
conditions often proves an incentive and inspiration. 
The example of one who is interested and happy in his 
work offers a strong incentive to the discouraged and 
feeble one. The activities of the occupation room be- 
come the subject of wholesome interest and conversa- 
tion outside of the room itself, and so react favorably 
on the whole institution. The willing and kindly effort 
to assist another who finds the task perplexing and dis- 
couraging is sometimes wonderfully helpful to both. 

“All talk of sickness, invalidism, treatment, past 
experience and symptoms, should be rigidly excluded, 
and here is one place where this can be accomplished 
effectually by a tactful and watchful teacher. 

“In any large city hospital there are many national- 
ities represented and there are possibilities for real social] 
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intercourse. The subject of national music is one of 
real interest, and among those from country districts 
the methods of agriculture and primitive industries pro- 
vide topics of conversation. Men and women whose 
recent work has been in the monotony of factories or 
crowded tenements, recall with pleasure the scenes of 
their childhood in Europe. Old crafts are discussed 
and interest in the handicrafts stimulated by such social 
intercourse.”—Hall and Buck, “Work of Our Hands.” 

In state hospitals, where people from all walks of 
life are congregated, it scarcely seems likely that com- 
munity interest would be possible. Yet it, is surprising 
to learn how easily possible it is to organize from the 
material on any ward in such an institution, a working 
unit, the members of which very soon have a quite 
definite place in the unit, though formerly they had 
utterly no relationship to any person or thing on that 
ward. 

“Men and women seem benefited alike by their 
interest in a common handicraft. What may be called 
the cultivation of the power to exchange ideas is often 
sadly lacking in the lower classes of the great cities. 
If, as has been said, the happiness of life depends very 
largely on being able to get 
in ready touch with the 
minds of others, it is worth 
while for the teacher to 
encourage these discussions 
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days were influential in helping or hindering our work; 
no one is so completely absorbed in work as to be oblivi- 
ous to his neighbors, even in a factory. 

“Perhaps the most essential element in the success 

either of an occupation room in any institution, or in 
the use of manual work as a therapeutic agent with the 
individual patient in the home or elsewhere, is the 
“Teacher: 
“on the one hand, or the nurse on the other. The com- 
plaint of the general public in regard to trained nurses 
is not so much of a lack of knowledge of bathing, feed- 
ing, administering drugs, and dressing wounds, but of 
the dearth of companionable qualities and mutual in- 
terest. A great multitude of invalids are clean, fed, 
dosed, dressed and miserable. These things all degen- 
erate into mere routine duties, while the real patient 
waits for true aid.”—Susan Tracy, “Occupations for 
Invalids.” 

“In order to succeed in any craft the occupation 
teacher must be familiar with every detail and enthu- 
siastic over that particular industry, but if her mind 
is so concentrated on fine workmanship that she is in- 
different to human interests, she will fail. 

“Occupation therapy is 
too often measured in terms 
of so many beautiful bas- 
kets ; so many pages of type- 
writing. Craftswomen for 





of work. All handicrafts go 
back into the history of the 
race, and are connected with 








the above reasons are often 
poor teachers.” — Slagel, 
Archives of Oc. T.—June, 


every phase of life. An in- 
terest in any one of them 
must be wholesome, even if 
they do not offer fields of 
employment to the handi- 
capped.”—Hall and Buck, 
“Work of Our Hands.” 
Atmosphere of Occupation 
Center 

Great care must be ex- 
ercised to keep the atmos- 
phere of the occupation cen- 
ter wholesome. This de- 
pends to a large degree on 
grouping patients. 
“Seating: 

“Points in regard to 
the management of the 
work rooms, etc., may gen- 
erally best be settled by the 
physician who knows that 
patient’s temperament. 
These points are much 
more important than they 
may appear. We all re- 
member that our nearest 
neighbors in our school 





“CHRISTMAS GREET- 
INGS” 







“God bless you! What 
more tender word 
Or greeting could I send 
you. 
From Christmas day to 
Christmas day 
May God’s blessing e’er 
attend you.” 











“What shall I ask as a most 
cherished blessing 


In prayers that love lets 
never tire— 


The merciful Heart of 
T 














Christ addressing? 
his,—May He give you 
your heart’s desire.” 































722. 

“Tt will be well to warn 
against a tendency to teach 
nurses a smattering of a 
few occupations. To be well 
equipped the nurse must go 
into the workshops, and 
work herself, side by side 
with the patients. 

“Assistants of a more 
versatile sort, the kind of 
people who can deal with 
the human element as well 
as with the mechanical re- 
quirements, may be em- 
ployed. Somewhere along 
the line experts must come 
in, but as a rule they should 
be engaged in experimental 
work, and in the teaching of 
teachers, who will pass on 
the necessary technique to 
the invalid pupils. 

“The director or super- 
visor is often not a crafts- 
woman of the above type, 
but one who has made a 








study of the subject, the problems to be encountered in 
organizing a department, a knowledge of crafts ma- 
terials, prices, etc., of teaching methods, and of hospital 
management. 

“The work of teaching is no sinecure. 
sionary work, requiring a missionary spirit. 
“Teacher’s Personality: 

“The teacher must possess resourcefulness, unfail- 


It is a mis- 


ing patience, quick perception of capacities and limita- 
tions, an enthusiasm which can anticipate for the pa- 
tient the attractiveness of the finished product, and the 
insight which substitutes a new piece of work or a new 
phase of the old before the patient is conscious of weari- 
ness or distaste. 

“Such teachers exist and may be developed, al- 
though they are none too frequently met. They should 
receive quick recognition and careful training.”—Susan 
Tracy, “Occupations for Invalids.” 


“Teacher’s Equipment: 
“The teacher must be able to understand abnormal 


conditions. * * * It requires judgment in holding 
back those who are too eager, and in urging those who 
are loath to exert themselves. 

“She must know how to keep accurate notes, and 
notes that have some significance for the medical 
authorities. 


“Teacher’s Province: 
“The teacher’s province is particularly to start the 


patient working and to make him feel that work is 
worth doing. The carrying out of the directions may 
then be left to a nurse or attendant. 

“A loss of interest in all kinds of activity and a loss 
of power of initiative are frequently symptoms of the 
condition which is being treated. It is, therefore, a 
point of the problem to arouse and foster interest and 
fan the flame into real enthusiasm at last. 

“The most puzzling problem confronting the inex- 
perienced teacher dealing with patients is the difficulty 
of arousing interest. 


“Arousing Interest: 
“A large element in arousing the interest of the 


patient is in finding a sufficient 
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“Motive: 
“It is easier to find something that the patient can 


do than to find something the patient will do. There 
must, therefore, be a large variety of appeals, for it goes 
without saying that even in health what appeals to one 
Susan Tracy, 





person will not appeal to another.” 
“Occupations for Invalids.” 
“Appeals: 

“Appeals may be made through praise, competition, 
rewards, to the sense of the beautiful or of the useful, 
through affection for relatives, home needs, gifts to 
friends, or for more diffuse altruism, such as making 
preparations for entertainments, such as Christmas or 
Hallowe’en, or work for children, especially orphan- 
ages.” —Hall and Buck. 

“Let the occupation serve to keep up the interest 
with the patient’s social life—the world outside.”— 
Tracy, “Occupations for Invalids.” 

Models 

Models which answer the above appeals should be 
on hand to stimulate prospective pupils. For instance, 
a basketry teacher might have on hand models for “A 
Trinket Basket for Nurse’s Dresser ;” “A Pencil Tray 
for Doctor’s Desk”; “A Button Basket for Mother’; 
“A Tatting Basket for Sister’; “A Rattle for the 
Baby”; “A Hanging Basket for the Ward”; “A Jar- 
diniere for the Reception Room”; “A Wall Pocket for 
the Ward.” 

We all need competition to buck us up, and we all 
do much better work if some one is doing the same thing 
we are doing. Darning stockings is the worst thing, I 
suppose, a woman has to do, but if there are several 
working together, and some one is reading a good story, 
the stockings are darned mechanically. 

In spite of the possibilities of ill effects from the 
association of nervous invalids, and of the dangers of 
misuse of the occupation room, there are many advan- 
tages to those who gather there from day to day with 
It presents 
a cheerful atmosphere of quiet activity and a satisfying 
sense of something worth while being accomplished. 

(To be concluded in January.) 


an earnest purpose and a growing interest. 
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GLOCKNER SANATORIUM, COLORADO SPRINGS, COLORADO, HAS A 


SPACIOUS 


OFFICE AND 


RECORD ROOM. 


Why Records? 


William H. Veenboer, M.D., F.A.C.S., St. Mary’s Hospital, Grand Rapids, Mich. 


LL hospital records are for the good of the 
patient. They are established so that the nurse 


will omit nothing in her care of the patient; so 
that there is a check on everything she does; and that 
her supervisor and the physician in charge may know 
what has definitely been done. Incidentally they are 
for the good of the nurse as they train her in the proper 
routine and details of her duties. 

The data placed upon charts and records has gradu- 
ally increased in scope until now every record has, in 
addition to the nurse’s notes, a complete history of the 
patient, his symptoms, the course of his ailment, physi- 
eal condition, laboratory findings, and treatment both 
medical and surgical, with complete progress notes of 
the case while in the hospital, and a follow-up record 
after leaving. All this, of course, for the good of the 
patient, but incidentally for the good of the physician 
because it makes him more careful in his relation to the 
patient. Before the era of histories the examinations 
were likely to be slighted and erroneous diagnoses made. 
The history, the examination, the technical work, the 
treatment, are now all given greater consideration with 
a decided improvement in end results. This is of value 
to the patient individually, but there is a much greater 
value to humanity in general through the scientific 
application of the data to be found in these records. 


Accurate Basis of Progress 
Medicine and surgery have taken wonderful strides 
in fifty years, and it has only been made possible 
through records. The human mind cannot remember 


many facts for any length of time, but it can utilize 


many facts in endless ways if they are properly recorded 
where they are easily accessible. 

In our teaching centers it became necessary to 
By 


these the diagnosis of disease and its following treat- 


establish complete records of all hospital patients. 


ment have become more and more standardized and of 
inestimable worth. 

To be of value records must be honest, they must 
be exact, they must be complete, and must contain no 
chaff. 
the case are not presented, they may be useless in the 


If records are incomplete, if all the facts about 


diagnosis or the treatment of the case; surely they are 
worthless in the scientific study of large numbers of 
cases in the same group. 

This can well be illustrated if one studies the frac- 
That 


which is most important is end results and how they 


tures in a given hospital over a series of years. 
were obtained. This means that a definite history of 
the manner in which the fracture was sustained should 
be noted; a thorough examination physically and by 
x-ray should be undergone; a detailed description of the 
treatment of the fracture should be written; and finally, 
the end results after a period of months, should be at 
hand. 
tures can be compared and those giving perfect results 


Then methods of treatment for identical frac- 


can be adopted. 
Utilize Your Records 
Too often records of this character are incomplete. 
An accident comes to the hospital and a notation on the 
chart says, “Admitted to hospital per ambulance,” 
There is no attempt to state what happened to the 














patient, or just how or when. Then the diagnosis is 
noted, “Fracture of right femur.” It state 
where it is located or what the relation of fragments 


doesn’t 


are to one another; and finally, it says, “Plaster 
applied.” Nothing about the position of parts, method 
of application, or extent of the plaster. Now, of what 
value to the treatment of fractures and the end results 
could such a record be? What value to the surgeon or 
the hospital if they were sued for malpractice or 
neglect ? 

Records can be, should be—yes, must be, accurate 
enough to make them of value in a scientific way. If 
they are written to fulfil these requirements they will 
then answer all requirements. 

Until your hospital records are of this type, they 
are of no value to the hospital, the patients, the nurses, 
or the staff. 
they are of value to all humanity as well. 


When they do answer these requirements 


Because they are of value to humanity they must 
not lie dormant and useless. 
bers of the staff of your hospital to utilize the data to be 


It is the duty of the mem- 
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AN INTERESTING VIEW OF THE 


PROVIDENCE SANITARIUM, 


RECORD ROOM IN 
WACO, TEXAS. 

found in them and present it to the medical members 
of the staff with the lessons to be found therein, and if 


worthy to be passed on to the profession at large. 

















, St. Mary’s Hospital of Kansas City, Mo., was among the institutions to act as hosts at operative and 
diagnostic clinics when the Medical Association of the Southwest, the American Child Health Association, 


and the Kansas City Annual Fall 


Clinical Conference 


Convened in Kansas City the week of Oct. 13th. 


Clinics were also held at St. Joseph's Hospital, St. Margaret's, and St. Lukes; Children’s Mercy Hos 


pital; Bell Memorial, Christian Church, Research, Kansas City 


Hospitals. 


General, and Old Kansas City General 
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NURSES’ CLINICAL TRAINING 

In the past the charge has frequently been made, 

and I fear with justice, that nurses in many of our 
hospitals were exploited rather than trained. This 
condition of affairs, however, has been much ameliorated 
in the past few years I believe. In few of our hospitals 
are the nurses now over-worked, and so far as didactic 
teaching and textbook study are concerned, I believe 
There 
Late 


they are surfeited rather than under-instructed. 
is still probably too much evening lecturing. 
evening lectures are often perhaps worse than useless. 
and not in a receptive mood; lectures 
at this time are a bore. The amount of instruction 


given through and from the textbooks during the day 


Nurses are tired 


by Sister instructors is very much better than even a 
few short years ago. 

The clinical branches, however, are not taught so 
well as they should be. Very often a nurse is put on a 
surgical case when she has not witnessed the surgical 
operation and as a matter of fact may not know either 
the character or gravity of the operation. This of 
course is entirely wrong and I hope not a very common 
occurrence. The operating room nurses are getting 
very fair instruction in most of our hospitals. Clinical 
laboratory work is quite well given in the majority of 
cases, 

The training which I believe is most seriously 
neglected is what we may call bedside instruction. The 
nurses are not systematically instructed at the bedside 
in the care of every. case, nor in what may be called 
group nursing, by which I mean nurses who get in- 
struction in observation of a group of similar cases as 
nearly as possible in the same period. For instance, if 
a group of gall-bladder cases are in the hospital at the 
same time, the nurses on the floor where the cases are 
should be taken to the bedside of these patients and their 
proper nursing care should be pointed out at the bed- 
side. 

In the hospital where I work we have felt for a 
long time the lack of this sort of instruction, and dur- 
ing this year we have divided senior and junior classes 
into small groups that are taken by an instructor into 
the room and given instruction as indicated above. 
While our patients are practically all private, we have 
found no objection on their part to having this done. 
Of course we ask them if it is agreeable previous to 
bringing in the nurses; and as a matter of fact, with- 








out exception the patients have seemed deeply interested 
in it. It forms a certain diversion for the sick patient 
while in the hospital, and I think gives him an impres- 
sion that he is getting extra care and attention. 

The nurses are enthusiastic about it and there is 
already, we feel, a response from them evidenced by 
better and more intelligent work. Of course in hos- 
pitals in large teaching centers with a trained exacting 
supervisor of nurses, I suppose this is “old stuff,” but 
I know that in great numbers of our hospitals entirely 
too little attention is paid to the intimate personal 
teaching of the nurse as an individual. 

The doctors of the staff seem quite enthusiastic 
about this departure in our hospital and are entering 
heartily into the work. This is especially noticeable in 
the younger men. —E. E. 

CHRISTMAS, THE FEAST OF HOSPITALS 

Christmas means a time of holy merriment; of 
spiritual rejoicing, rather than of mere sensible pleasure. 
The one need not exclude the other, but the spiritual is 
more likely to be driven out by the purely natural dur- 
ing the Yule-tide festivities, because it seems much 
more easy to prepare a “good time” for the senses than 
a spiritual banquet for the soul. 

Hence we see the real Christmas spirit disappear- 
ing from the land. Physical comfort and pleasure be- 
come the measure of the merriness of Christmas. 

One sacred place, however, from which this false 
spirit will ever be turned back, is the Catholic hospital. 
There, the patients, brought to a deeper realization of 
their souls by the sufferings of their bodies, and the good 
Sisters by their high consecration to humanity for God’s 
love, and the nurses by their profession, will ever drink 
from the purer fountain of spiritual joy. To them 
Christmas will always be the Christ Child in the crib 
of pain, winning back to life, by His own personal ser- 
vice, humanity in the throes of death. 

With such a beautiful example of self-devotion, 
clothed in so attractive a loveliness as we see visioned 
in the Babe of Bethlehem we, who are devoted to hos- 
pital service, will feel that Christmas is our day, our 
special feast; and we will celebrate with happy, merry 
hearts, because we are practicing the merciful lessons 
of Bethlehem. We are continuing the work Christ be- 
gan in this lowly way. And while we may enjoy the 
Christmas tree, the lights and the tinsel, our souls will 
be fed on the divine picture of the Christ Child and His 
Mother, who came unto their own and were rejected by 
them, because there was no room for them in the inn. 

Our hospitals are the inns for the rich and the 
poor. No mother and child need be turned away. And 
heaven must look down with particular love on the hos- 
pital workers who are making Christmas merry for the 
sons of men, when theirs was so bleak and cheerless. 
We are removing the stain from humanity’s honor which 
was imprinted by heartless men when they sent a young 
Wife to find her Motherhood’s glory in a stable. 

Listen, and perhaps we shall hear the angels sing- 
ing about our wards: “Peace on Earth to Men of Good 























Will.” 
has come; let us be merry with spiritual joy on this 


Let us rejoice with our Kingly Physician, who 


His birthday, and our Feast. —F, D. 8. 


WHAT IS BEHIND THE DOOR? 
The main entrance of a hospital is an imposing, 


and to the public, a mysterious portal. A procession of 
automobiles drive up, linger for a time, and then depart. 
A series of visitors enter and emerge. Patients are 
brought in and convalescents go forth almost hour by 
hour. Day and night the incessant activities of the 
hospital continue. There are few busier places than the 
entrance of a great institution whose purpose is to care 
for the sick. 

Yet the average citizen knows very little of what 
goes on behind the hospital door. He may perhaps have 
been a patient himself for a shorter or longer time. But 
his experience has been limited in that event to a very 
He has come in weak, 
He goes out 


small part of hospital activities. 
ailing, uninterested in his rurroundings. 
after a time of more or less suffering and after a shorter 
or longer recuperation, restored to health but scarcely 
aware of the complex activities which have contributed 
He takes things pretty much as a 
matter of course. If he has anything to complain of 
he may be loud enough in speaking of it. But the 
attention to detail, the special departments, the techni- 
cal methods which have contributed to his recovery, are 
usually a mystery to him. 

One result of this general ignorance of the public 
concerning hospitals is a lack of appreciation of hos- 
pitals and their work. If the general public were better 
informed about the difficulties with which hospitals have 
to contend; if the careful management required to keep 
them even at a fair level of efficiency, the extraordinary 
influence they sometimes have in correcting the lives of 
patients, the general benefits they confer on society, were 
better known, there would be much more active co- 
operation with hospitals, much more benevolent inter- 
est on the part of the people. 

The criticisms which are sometimes leveled at hos- 
pitals also arise in part from an ignorance of what is 
happening behind the hospital doors. The people see 
great expensive buildings being erected. They find 
the cost of some weeks or months in a hospital, large. 
Thence arises the idea that the hospitals are growing 
rich; that they over-charge. These notions would be 
dispelled had the public a thorough idea of the cost of 
the service rendered. 

Much is said about the benefit of advertising, the 
need of publicity nowadays. It would be well indeed 
to take some effective means to let the public know more 
about the organization, the service, the effort and care 
in behalf of the sick, which make up the busy life be- 
hind hospital doors. Y. F. G. 


FUNDAMENTAL EMOTIONAL CAPACITY AND THE 
DEVELOPMENT OF REVERENCE 


The Christmas season is a most excellent time for 
reflection—a period in which we become observant of 
our life purposes; when we look beyond our daily task 


to his healing. 
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to hidden fields—to keener understanding. We might 
well assume that the Holy Season of Christmas means 
nothing to the followers of Mohammed or Buddha. Un- 
fortunately it also means very little to many nominal 
Christians. Before a flood 
against the latter it is only just that we study for a 


we launch of criticism 


moment the subject of emotional balance. 

The psychologist, McDougal, has given us a most 
interesting table, cataloging some of our basic emotions. 
This diagram is published and the reader is respect- 
fully requested to consult it. 

The lines directed diagonally downward and to- 


ward the center intercept each other. These junction 
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points indicate the component feelings entering into 

At- 

tention is particularly drawn to those leading up to 

out of a 


Thus it appears that without 


attitudes too well recognized to need description. 


Reverence. Reverence mixture of 
Parental Love and Fear. 


a combination of these two, Reverence is impossible. 


grows 


Gratitude and Awe are evidently the stepping stones 
leading toward it. 
feeling; the world would present a sad picture with- 
out it. 

We are told that those totally deficient in the emo- 
tions cataloged in the top line can never acquire them. 


Reverence is the basis of religious 


Should some of these faculties be present in excess they 
may be toned down. This is consoling because Fear, for 
example, seems to dictate to an inordinate degree, the 
life policies of many. God’s love for mankind is the 
ultimate expression of disinterested fatherliness. 

This kind of analysis may be indeed elementary 
to the clergy and the religious, whose vocation and every 
For the rest of us with more 
worldly contact, it is illuminating to note the comple- 
mentary unions formed by the contrasting emotions of 
Self Abasement and Self Assertion. Contempt stands 
out as a progeny of an Exalted Self. If we are to cul- 
tivate a spirit that permits Admiration we can not be 
above Wonder and Mental Subjection. 


day thought is religion. 


The recent famous Chicago trial has brought into 
the foreground a pair of educated youths in whom we 
may safely assume that Self Abasement and Fear were 
most lamentably wanting. They had no proper ethical 
foundation. Their religion had nothing to do with their 
awful use of native talents—they seemed as incapable 
of pity as they were of proportion. They could have no 
true religious feeling, and as Chesterton says, they 
assumed their right to know not only how it felt to 
murder, but forsooth to have their own lives taken by 
law. 

Note the 


sublime 


Read then again, “A Nurse’s Sermon.”* 


first word-—“Reverently.” If you have the 
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capacity of reverence, cultivate it more than all else in 
the world. If you were born without it, do not condemn 
your superiors if you do not continue in the field of 
caring for the sick. Without it, no credit awaits you 
regardless of what opportunities may be put in your 
way. Fortunately the multitude of folks are naturally 
endowed with normal emotional balance. Let us prove 
it by spreading the mantel of charitableness over those 
apparently without it. This viewpoint gives us at least 
one substantial reason why “we are so slow in becoming 


Christians.” —/.L. T. 





*A Nurse's 
November, 1924. 
THIRD ANNUAL MEETING OF THE CALIFORNIA, 

ARIZONA, NEVADA CONFERENCE 

A very interesting series of papers and addresses was 
given at the Young Men’s Institute Building, San Fran- 
cisco, on the occasion of the third annual meeting of the 
conference of the Catholic Hospital Association for this 
district, Sept. 3rd and 4th. After the prayer and opening 
remarks by Reverend M. R. Powell, the director of Cath- 
olic Charities in San Francisco, Father Edward F. 
Garesché, S. J., one of the honorary vice-presidents of the 
Catholic Hospital Association of the United States and 
Canada, and a member of the executive board, gave an 
address in which he summarized the discussions and con- 
clusions of the conferences held at Spring Bank this sum- 
mer. He expressed the regret of Reverend C. B. 
Moulinier, S. J., president of the Association, that the 
organization of the new College of Hospital Administra- 
tion at Marquette University, had prevented his attend- 
ance at the conference. Father Garesché told of the 
establishment of the International Catholic Guild of 
Nurses at Spring Bank and outlined the discussions held 
on training school activities on the need of uniformity in 
technique, on the need of retreats for nurses, and other 
important topics. He also told of the crusade for voca- 
tions and of the sodality organization, and emphasized the 
good work done by the committees of the Association last 
year. 

Mr. Celestine Sullivan, executive secretary of the 
League for Conservation of Public Health, San Francisco, 
then spoke on the subject, “Are Hospitals Doing Part 
Charity Work Liable in Case of Accident to Patient, Due 
to Carelessness on the Part of the Nurse?” 

Other interesting papers were given the same day on 
“Recent Progress in Surgery of Interest to Hospitals,” 
by Dr. Curtis Smith, St. Joseph’s Hospital, San Fran- 
cisco; Sister M. Angela, Providence Hospital, Oakland, 
California, on “The Head Nurse;” “The Surgery.” Sister 
Agnes, St. Joseph’s Hospital, San Francisco; “The Stu- 
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dent Nurse,” The Graduate Nurse,” Sister Dolores, 
Marvy’s Help Hospital, San Francisco. 


On the following day papers were read on “Insulin,” 
by Dr. A. N. Diepenbrock, St. Marvy’s Hospital, _ Fran- 
cisco; on the “Department of Roentgenology,” F. H. 
Rodenbaugh, roentgenologist, Mary’s Help Hospital. 3 San 
Francisco; “The Hospital as Related to Public Health 
Work,” Dr. Thomas D. Maher, chief of medical school 
inspection, Department of Public Health, San Francisco; 
“Clinical Laboratory,” Dr. E. Smith, pathologist, St. 
Mary’s Hospital, San Francisco. 

The question box was then opened and some very inter- 
esting queries were proposed for the discussion of those 
present. The meeting concluded with an address of clos- 
ing advice by Father Garesché, and a prayer by Reverend 
M. R. Power. 

Several new committees were organized, and arrange- 
ments were made to secure activity and interest on the 
part of the committees for the ensuing year. 

The meeting was very capably prepared for by Sister 
M. Zoe of Mary’s Help Hospital, San Francisco, retiring 
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conference president, whose energy and enthusiasm have 
done so much in the last three years to make the confer- 
ence a success. 

A number of Sisters and doctors from the different 
hospitals which formed the conference were in attendance 
at both meetings, and showed great interest in the papers 
and discussions. 

The newly elected officers are: 

President—Sister Mary Veronica, 
pital, San Francisco. 

First vice-preside 
Hospital, Tucson, Ariz. 

Second vice-president—Sister 
Hospital, San Francisco. 

Third vice-president—Sister M. Gerard, St. 
Hospital, Eureka, Calif. 

Secretary-treasurer—Sister Mary 
Hospital, San Francisco. 

HOSPITAL SISTER SUPERINTENDENTS OF 

BROOKLYN DIOCESE MEET 

The Sister superintendents of the Brooklyn Diocesan 
hospitals of New York, held their monthly meeting Sept. 
29th at St. Charles’ Hospital for Crippled Children, Port 


St. Mary’s Hos- 


Sister M. Victoria, 





St. Mary’s 


Sylvia, St. Joseph’s 
J oseph’s 


Agnes, St. Joseph’s 


Jefferson, New York. Rev. George A. Metzger of Brook- 
lyn, diocesan director of these hospitals, and director of 


state conferences of the Catholic Hospital Association, 
presided. 

Sister Margaret Mary of St. Mary’s Hospital, 
recorded as represented, St. Catherine’s, Brooklyn; St. 
John’s, Long Island City; St. Joseph’s, Far Rockaway; 
St. Mary’s, Brooklyn; Mary Immaculate, Jamaica; St. 
Charles’, Port Jefferson. 


The report of the meeting of the Catholic Hospital 
Association held in Spring Bank, Wisconsin, last summer, 
was presented by the chairman, who stated that eleven 
hospital representatives from Brooklyn attended. He 
expressed the hope that at the next meeting of the Cath- 
olic Hospital Association all the diocesan hospitals will 
be represented. 

After hearing the report the Sister superintendents 
decided to conform as far as possible to the hospital pro- 
gram outlined by the Catholic Hospital Association. 

The chairman further announced that Brooklyn had 
been honored at the conference at Spring Bank through 
the selection of Sister Eugenia, O. S. D., Mary Immacu- 
late Hospital, as the presiding officer of the New York 
and New Jersey State Conference, which will meet in 
the early spring of next year. 

An elaborate report of the latest hospital equipment 
exhibited at the Spring Bank convention was submitted 
and discussed. It was voted that Sister Eugenia of the 
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Mary Immaculate Hospital be authorized to represent the 
diocesan hospitals at the annual convention of the Ameri- 
can Hospital Association at Buffalo in October. 

It was urged that the diocesan hospitals take an 
active interest in the American College of Surgeons’ 
meeting in New York City the latter part of October 
and that they prepare for Brooklyn Hospital Day by 
arranging clinic and hospital exhibits. 

At this point of the meeting Mother Theresa, super- 
intendent of St. Charles’ Hospital, Port Jefferson, spoke 
of the new reception house and clinic which has been 
opened at 277 Hicks street, Brooklyn, and is in full 
operation. Accommodations for 100 beds and a fully 
equipped hospital having x-rays and all appliances neces- 
sary to do orthopedic work, have been installed; also a 
clinie where children may be examined and treated for 
minor conditions when hospital care is not necessary. 
This new departure for the benefit of the crippled child 
was heartily endorsed by the Sister superintendents. 

The establishment of sodalities for nurses, the selec- 
tion of textbooks, the best methods for procuring the 
spiritual and physical welfare of the patients, were 
earnestly considered. 

The program for the November meeting of the 
Sisters in charge of the operating room was prepared. 
Sister Margaret Mary of St. Marvy’s Hospital, will pre- 
sent the result of the program at the December meeting. 
St. Catherine’s Hospital, Brooklyn, was selected as the 
place for the next meeting. 

After the the hospital visited St. 
Charles’ Hospital, Port Jefferson, and were greatly in- 
terested in the work that is being done for the crippled 
children. 


THE HAND PREPARATION OF PLASTER OF PARIS 
BANDAGES AT CARNEY HOSPITAL, 
BOSTON, MASS. 


By a Sister of Charity, Carney Hospital 


From time to time inquiry is made not only as to 
the material most suitable for the making of plaster of 
Paris bandages, but also as to a satisfactory method of 
preparing them. While it is not claimed that the method 
about to be described is the best, it is offered as the most 
satisfactory in our experience, both with regard to the 
ease and quickness with which the resultant bandage may 
be applied by the surgeon, and to the efficiency and dur- 
ability of the splint or jacket produced. 

The gauze material used is the ordinary gauze 
bandage, No. 1. This is supplied in sticks ten yards 
long and one yard wide. The plaster is the grade A 
material manufactured by the White Dental Manufac- 
turing Company. 

First, the selvage is trimmed off each end of the 
stick of gauze; the stick itself is then cut into six equal 
pieces, forming six lengths of bandage, each six inches 
wide and ten yards long. Both sides (ends) of these 
lengths are now slightly but very carefully trimmed with 
a very sharp knife (see figure No. 1). This trimming is 
exceedingly important, since without it the loose threads 
of the cut sides (ends) would eatch, and acting like 
purse-strings, would tangle up the ends of the bandages, 
both when the latter are being rolled through the plaster 
and also when, after immersion in water, they are being 
applied to the patient. 

The Plaster Process 

Now the bandages are rolled through the plaster of 
Paris. It is important that both the index finger and the 
thumb of each hand be used in the act of rolling the 
bandages through the plaster, the remaining fingers of 
both hands being employed in pressing lightly against 
each end of the bandage to keep these ends even. The 
plaster is spread evenly on the gauze with one stroke of 
the right hand; this stroke should be firm and should 
be carried evenly from the rolled part of the bandage 
through the full stretch of the arm (see figure No. 2). 
In this way the plaster is rubbed into the meshes of the 
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BOTTOM: FIGURE 2. 


WINDING PLASTER BANDAGES AT THE CARNEY HOSPITAL, 
BOSTON, MASS. 


TOP: FIGURE 1. 


gauze, and, if lightly and evenly applied, there should 
result a smooth, finished bandage of uniform size and 
consistency. 

After the bandages have been impregnated with 
plaster, care must be exercised in rolling them; they must 
not be rolled so tightly that during immersion the water 
will not penetrate to the very center of the rolled band- 
age. On the other hand, they must not be so loosely 
rolled that after immersion they will, when applied, tele- 
scope and thus become useless. Only considerable ex- 
perience will give the degree of firmness or tightness to 
be attained in the rolling process. 

We have found that in immersing the bandages 
tepid water is to be preferred to warm water, and that 
it is not necessary to add salt to the water. If too warm 
water is used in the immersion of the bandages, it has been 
our experience that unless the surgeon is very rapid 
in their application (as, for instance, in making a 
plaster jacket) the bandages will become so dry before the 
jacket is even half applied that they will not adhere; 
they will thus be ineffective and will have to be removed 
and discarded. This results in serious waste both of time 
and material. 

The bandages should never be removed from the 
water until the air bubbles have ceased to form and break 
on the surface of the water. 


Protection to Workers 
As may be seen from the illustrations. a gauze face 
mask and rubber gloves are worn during the preparation 
of the bandages. This custom may be regarded by some 
as unnecessary. It will be found. however, that to sit for 
three or four hours rolling bandages and inhaling the 
plaster dust that floats about in the air is not only un- 
pleasant but even harmful. Against this a gauze face 
mask is the only protection. The rubber gloves protect 
the skin of the hands from the heat, the dryness, and the 
irritation that necessarily result from the long continued 
friction of the plaster against the hands. 
We are well aware that in some large hospitals 
machines are now used both for cutting and for rolling 
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GROUP OF GUESTS AND NURSES AT THE DEDICATION CEREMONIES, OCT. 4, 1924. 


the bandages. However, we are not convinced that the 
preparation by hand is not the most satisfactory method, 
and we know that many hospitals still prepare plaster 
bandages in this way. This fact is our reason for pre- 
senting a brief communication on the subject. 


CARDINAL MUNDELEIN TAKES PART IN HOSPITAL 
DEDICATION 

Twenty Patients Enter New Wing the First Week 

October 4th, the feast of the great Poverello of Assisi, 
patron of the hospital and the community which con- 
ducts it, was a gala day for St. Francis Hospital, Evan- 
ston, Ill. On that day the new wing, which doubles the 
previous bed capacity of 100, was solemnly dedicated by 
his Fminence, Cardinal Mundelein of Chicago. 

Both the old and the new part of the building had 
been decorated with national and papal flags and the 
approach from Ridge Boulevard to the entrance was 
similarly ornamented. When the Cardinal arrived at 
10:30 A. M. he was greeted by two long rows of pupil 
nurses, a large crowd of people was waiting on the steps 
and in the halls, and a reception committee of priests 
and prominent Catholic laymen of Evanston conducted 
the Cardinal to his rooms. 

There he vested and proceeded at once to the new 
chapel, filled to overflowing with eager friends of the 
institution, while the Techny choristers (brothers and 
scholasties) under the direction of Father Tetzlaff, S. V. 
D., sang the “Eece Sacerdos Magnus.” 

His Eminence blessed the new chapel and the entire 
new wing, going from floor to floor accompanied by 
Father Hugh P. Smyth, D. D.. pastor of St. Mary’s, 
Evanston, and Father George Eisenbacher, as deacons 
of honor; the chaplain, Rev. F. M. Lynk, S. V. D.; two 
Catholic lavmen of Evanston, Mr. Daniel McCann and 
Mr. J. J. Barry; and the two little pages who carried his 
train. 

The Cardinal Assists 

The blessing finished, solemn high mass began. the 
Cardinal assisting on his throne. The celebrant of the 
mass was Father Peter Biermann of St. Nicholas’ Church, 
in whose parish the hospital is located. Father F. Haarth 
of Hubbard Woods, and Father F. Feldheim were deacon 
and sub-deacon, and Father Diederich master of cere- 
monies. A number of other priests assisted in surplice. 

After mass the Cardinal, in a short address, paid 
tribute to the work of the Sisters and congratulated them 
on the splendid gift they were able to offer their great 


ST. FRANCIS HOSPITAL, EVANSTON, ILL. 


patron saint on his own feast day. He spoke of this new 
well equipped hospital as a most fitting gift of the daugh- 
ters of St. Francis to their seraphic father, who spent his 
life ministering to the poor and needy He also empha- 
sized the spiritual importance of the hospital and en- 
couraged the Sisters to continue bravely in their noble 
endeavor. Solemn benediction of the blessed sacrament 
by his Eminence closed the religious ceremonies. 

Two banquets were arranged in honor of the day, 
one at 12:30 for the priests and singers, the other at 
7:30 in the evening for the doctors and other friends of 
the institution. Father Claude Pernin, S. J., was toast- 
master and short addresses were delivered by the presi- 
dent of Loyola University, Chicago, Father Agnew; 
Father Mahan, S. J., Father Mertz, S. J., Mayor Pear- 
sons of Evanston, and Doctors Boot and Chilcott, the 
former and present heads of the staff. 


New Building Wins Praise 

In these speeches unstinted praise was given to the 
new building for its practical appointments, up-to-date 
equipment, and completeness in the smallest detail. 
Numerous visitors who inspected the new wing on Satur- 
day and Sunday unanimously expressed their surprise and 
satisfaction with all they saw. 

On the fourth floor two new operating rooms have 
been added to the two already in existence; the x-ray 
laboratory has been enlarged and better equipped. The 
whole of the third floor is given over to the obstetrical 
department and contains, besides two delivery rooms, a 
spacious sun porch for the babies and a large number of 
airy wards and private rooms for the mothers. The base- 
ment contains several new laboratories, diet and serving 
kitchens, and dining, lecture, and recreation rooms for 
the nurses. 

St. Francis Hospital is in class A. The staff of 
doctors is efficient, reliable, and shows an unusual spirit 
of comradeship and solidarity. St. Francis ministers to 
a fast-growing population, enjoys the good will of the 
community, and steadily forges ahead. Its training 
school for nurses attracts more pupils every year. 

The necessity of the new wing was proven beyond a 
doubt during the first week after its dedication, when 
more than twenty patients were admitted. It is safe to 
predict that within a few years another addition will be- 
come necessary, likewise a new chapel and nurses’ home, 
to meet the constantly increasing wants of the com- 
munity. 
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CEREBRO-SPINAL FLUID 
(Concluded from the November Issue) 

The injection of medications, or any other foreign 
substance, into the spinal canal very often increases the 
number of cells and the albuminous content of ec. sp. fl. 
It has been observed that occasionally a lumbar anaes- 
thesia will also produce this effect. 

Interpretation of Laboratory Findings 

It is not advisable to make unnecessary use of all 
the chemical and physical methods of diagnosis, as large 
amounts of ce. sp. fl. would be necessary for these tests. 
For a diagnostic lumbar puncture more than 5 c.c. of ce. 
sp. fl. should not be removed, and if possible, the amount 
withdrawn should be kept as low as 2 to 3 ec. Thus, it 
is evident that with this small amount of e. sp. fl., the 
number of investigations to be performed is very limited, 
and the tests, therefore, should be carefully considered and 
selected. 

Flockenhaus and Fonseca have studied the following 
reactions: Pandy, total proteins (Roberts-Stolnikow 
method), cell content in the sediment, specific gravity, 
surface tension, viscosity, gold sol reaction, sugar con- 
tent, chlorides, urea, non-protein nitrogen, lipolytic and 
proteolytic ferments, the Wassermann reaction in both 
blood and e. sp. fl. Their investigations yield the follow- 
ing conclusions: 

All examinations must be made on the same day, and 
if possible, immediately after obtaining the fluid. The 
contents of sugar and ferments in the ec. sp. fl. already 
show a marked decrease after 24 hours, even though placed 
in an ice box; the second and third day these amounts 
reach a level far below normal, while on the fourth day 
the sugar content will be entirely wanting. 

Investigations have shown that it is of slight impor- 


tance to determine, in each case, the specific gravity, sur- 
face tension, viscosity, and fat splitting ferments, and 


these reactions, therefore, may be omitted. 
It was found that the determination of the proteolytic 


ferment varies and does not show constant results, the 
methods of determination being, at present, unsatisfac- 


tory. 

In many eases of paretic patients exceedingly high 
amounts of chlorides were found, while in patients who 
have no organic nervous lesions, the amount was small. 

Protein Determination 

The determination of proteins after the method of 
Roberts-Stolnikow is entirely satisfactory, inasmuch as 
practically all cases having amounts of 0.18 per cent or 
lower, coincided completely with the other methods (i. e., 
gold sol reaction) which showed negative results. The 
further clinical course and observation proved that these 
eases (0.18 per cent or lower) had no organic nervous 
lesions. 

The quantitative determination of total proteins is 
unnecessary, as it is neither of diagnostic nor prognostic 
value. The increase of proteins is not in ratio with the 
increase in the number of cells nor with the degree of the 
Wassermann reaction. 

The Pandy method is simple, exact, and easy to per- 
form; the results are parallel with those of the gold sol 
reaction; it is easier to determine for persons of less ex- 
perience than the Roberts-Stolnikow method. 

It is of particular interest to note that in all cases 
in which the clinical diagnosis and the laboratory deter- 
mination of the c. sp. fl. have not coincided, the later clin- 
ical course and outcome have verified the previous labora- 
tory diagnosis and determination (gold sol reaction). 

Wassermann Reaction 

The Wassermann reaction in the blood and ec. sp. fi. 
was of no particular importance, and less so the quantita- 
tive titration of c. sp. fl. in amounts from 0.1 to 0.5 ce. 


The authors emphasize that the titration of a Wasser- 
mann reaction in the ec. sp. fl. is of little diagnostic value. 
However, the value of the Wassermann reaction can not 
be gainsaid, for it may bring one to a definite conclusion 
in a differential diagnosis, as in cases of multiple sclerosis. 
The result of the Wassermann reaction is, in all cases in 
accordance with that of the total proteins, Pandy, and 
gold sol reaction, and so does not bring one to any further 
conclusion, and is, therefore, superfluous. 

For this reason, one should make orientation reac- 
tions after Pandy and Roberts-Stolnikow, to determine if 
the ec. sp. fl. has more than 0.2 per cent protein contents, 
and if so, the gold sol reaction should be applied next. 
It is absolutely necessary that the laboratory worker ob- 
tain the provisional clinical diagnosis together with the 
differential diagnosis. In this way, the laboratory will 
not only save time and material, but will not be made a 
place in which to solve unnecessary puzzles. 

In cases of lethargic encephalitis the amount of sugar 
is increased in both blood and e. sp. fi. 

It is advisable to examine the sediment in each case 
for erythrocytes, as they may influence the reading of the 
gold sol curve. 

In patients without neurological lesions the total 
nitrogen is about 19.6 mg.; in some cases of paresis it is 
found to rise as high as 67.2 mg., while in others there is 
only a slight increase. One must also realize that the 
high nitrogen content in the ec. sp. fl. may not have any 
connection with a diseased nervous system but may be the 
expression of a disturbed function of some other organs. 

The determination of non-protein nitrogen, total 
nitrogen, and urea (except in cases of uremic coma) is at 
the present time of no important diagnostic nor prognos- 


tic value. The Mastic Reaction 

The mastie reaction is a very sensitive test and is in 
some superior to the gold sol reaction. There 
are cases in which the test may show a distinct turbidity, 
while clinieally no symptoms of any luetie disease of the 
are apparent. The test can be 
regarded positive when there is from turbidity 
to a distinet precipitation. In general a negative result 
of the mastie test indicates with considerable certainty 
the absence of certain pathological changes of the central 
nervous system, especially of lues and meningitis. 

The non-leutic meningitis shows, as a rule, precipita- 
tion higher dilutions of the ec. sp. fl., while the curve 
in cases of multiple sclerosis may sometimes be similar to 
a leutie curve. Progressive paresis and tabes always 
cause a flocculation in the first tubes. It is unfortunate 
that the curve in cerebro-spinal lues is unsatisfactory. 

Cases of acute and chronic encephalitis may produce 
precipitation, a curve comparable to that 
of lues. A negative reaction is obtained in all non- 
luetic systemic diseases of the central nervous system. 

In the same manner as the gold sol reaction the 
different types of curves of mastic test are only of condi- 
tional specificity. 

. C. Sp. FL. Incites Labor Pains 

The clinical investigations of Mayer have shown that 
ec. sp. fl. taken at the end of the pregnancy and injected 
intradurally and intravenously in a gravid woman at the 
end of gestation, produces an immediate appearance of 
labor pains. 
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Committee Reports Presented at the C. H. A. Conferences 
at Spring Bank 





(Concluded from the November Issue.) 


DISPENSARIES AND HOSPITAL SOCIAL SERVICE 

The following report compiled by Miss Beatrice 
McEvoy, chairman of the Committee on Dispensaries and 
Hospital Social service, is based on the answers to the 
questionnaires issued by this committee, including also 
Miss Elizabeth Cosgrove, Mercy Hospital, Pittsburgh; 
Miss Catherine Campbell, Mercy Hospital, Baltimore; Miss 
Clara Martin, St. Elizabeth’s Hospital, Elizabeth, N. J.; 
Miss Sarah J. Farrell, St. John’s Long Island City Hos- 
pital, Long Island City, N. Y.; Miss Catherine Murray, St. 
Mary’s Hospital, Grand Rapids, Mich., and Miss Ann Toal, 
St. Vincent’s Hospital, Bridgeport, Conn. 

Between seventy and eighty hospitals responded to 
the inquiries of the committee. 


Dispensary Questionnaire 

Twenty-five hospitals with dispensaries. 

Fifty-nine without dispensaries. 

Two contemplating establishment of dispensaries, namely 

t. John’s, Cleveland, and St. Anthony’s, Terre Haute, 
Indiana. 

One hospital works in close cooperation with the State 
Tuberculosis Society in the supervising of a tuber- 
culosis clinic. 

One is affliliated with a university which has a dispensary. 

One has no dispensary but conducts clinics for the medi- 
cal students of a university. In this particular insti- 
tution financial investigations for the dispensary are 
made by the local Catholic social welfare organization. 

One hospital expects to establish a pre-natal clinic. 

Three are conducting clinics periodically in connection 
with various types of treatment, eg., venereal, pre- 

natal, surgical, medical, pediatric, and orthopedic. 

One hospital is specializing in oral surgery. 

Twenty-five dispensaries in operation all under hospital 
management. 

Eleven hospitals with dispensaries have bed capacity of 
200 and more. 

Fourteen hospitals with dispensaries have bed capacity 

of sixty to two hundred. 
Three dispensaries are conducting all types of service 
indicated in questionnaire, and specializing in eight 
particular types, namely, dermatological, ocular, 
genito-urinary, obstetrical, gynecological, pediatric, 
orthopedic, and rhinolaryngological. 

Ten dispensaries without dental service. 

Eleven without neuro-psychiatric departments. 

Eight without dermatological departments. 

Nine without pediatric departments. 

Seven without gynecological departments. 

Eight without genito-urinary departments. 

Nine without orthopedic departments. 

Five without ocular departments. 

Six without rhinolaryngological departments. 

Five without obstetrical departments. 

Ten have no admission charge. 

Fourteen admit pay, part-pay, and free patients. 

One admits pay patients only. 

Ten average from 75 to 125 patients a day. 

Eight average from 50 to 100 patients a day. 

Seven average from 15 to 60 patients a day. 

First group averages an attendance of 12, 300 to 18,000 a 
year, including new and revisits. 

Second group averages an attendance of 9,000 to 15,000 a 
year. 

Third group averages an attendance of 2,000 to 5,000 a 
year. 

Eleven dispensaries accept industrial patients. 

Fourteen do not accept industrial patients. 

Three are supported by community chest. 

Three are supported by private funds. 

Eleven are supported by hospital and earnings. 

Two are receiving city appropriations. 

Two are receiving county aid. 

Two are supported by income only. 

One is supported by provincial government. 

Patients not rated in any of the dispensaries. 

Admission fees in the majority of dispensaries are twenty- 
five cents on new admission and ten cents for re- 
visits. 

Five dispensaries have doctors as chief executives. 
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Twenty did not reply to this question. 

No compensation received by executives. 

Three hospitals with university affiliations, namely St. 
Joseph’s Hospital, Milwaukee, with Marquette Uni- 
versity; Mercy Hospital, Baltimore, with the Uni- 
versity of Maryland; and St. John’s Hospital, St. 
Louis, Missouri, with St. Louis University. 

Twenty-two hospitals without university affiliation. 

Six dispensaries admit patients referred by physicians for 
diagnosis only. 

Nineteen dispensaries do not render this service. 

Three have full-time positions, and house service. 

Twenty-two have physicians on a part-time basis. 

Twenty-five have physicians giving voluntary service. 

Ten are performing laboratory work in dispensaries. 

Nine are having laboratory work done in hospital labora- 
tory. 

Six are not doing laboratory work. 

Twenty-one are having x-ray work done in hospital x-ray 
department. 

Four refer cases elsewhere for x-ray service. 

Ten hospitals with a bed capacity of 200 and more have 
dispensary personnel varying from 8 to 43, including 
doctors. 

Eight with a bed capacity of 100 to 200 have dispensary 
personnel varying from five to forty-three. 

Seven did not reply to this question. 

Nine reported that their dispensary medical staffs were 
auxiliary staffs of the hospital. 

Six reported that their dispensary medical staffs were not 
auxiliary staffs of the hospital. 

Three reported that their hospital staffs were their dis- 
pensary staffs. 

Seven did not reply to this question. 

Ten hospitals reported that members of their hospital 
staffs do attend clinics. 7 

Five reported that members of their hospital staffs do not 
attend clinics. 

Ten hospitals did not reply to this question. 


Social Service Questionnaire 

Ten hospitals with social service departments. 

Seventy-four without social service departments. 

One hospital employs three social workers. 

Three employ two social workers. 

Five employ one social worker. 

One employs one social worker and uses ten volunteers. 

One has its social work performed by workers from the 
local Associated Charities. 

Five are using trained social workers as directors of their 
social service, namely, Miss Catherine Dougherty, 
Mercy Hospital, Wilkes-Barre, Pa.; Miss Helen Cul- 
linane, St. John’s Hospital, St. Louis, Mo.; Miss 
Larkin, St. Catherine’s Hospital, Brooklyn, N. Y.,; 
Miss Katherine A. Gallagher, St. Alexis Hospital, 
Cleveland, Ohio; Miss Clara A. Martin, St. Elizabeth’s 
Hospital, New Jersey. 

Two have Sisters as directors of their social service de- 
partments, namely, Sister Mary Helen, Mercy Hos- 
pital, Baltimore; Sister Agatha, Mary’s Help Hos- 
pital, San Francisco, Calif. 

One hospital social service department is directed by the 
chairman of the social service committee, namely, 
— Charles Murray, St. Vincent’s Hospital, New 

or 

One hospital social service department is directed by the 
dispensary medical director, namely, Dr. Leon Matas- 
sian, St. Francis Hospital, Wichita, Kansas. 

One hospital did not reply to this question. 

Seven hospitals do not employ nurses as social workers. 

Three do employ nurses as social workers. 

One did not reply to this question. 

Seven hospitals are not training students in their social 
service department. 

Three are training nurses in their social service depart- 
ment. 

Ten social service directors are responsible to hospital 
superintendents. 

Five social service departments have advisory committees. 

Five have not advisory committees. 

Ten function in the hospital as well as in the dispensary 
and under the same directors. 
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Eight are financed by the hospital. 

One is financed by the community chest. 

One is financed by Ladies’ Auxiliary. 

Four are using slight service records, intensive records 
in chronological form, and summary type of record. 

Two are using chronological forms and summary types 
of record. 

Two are doing slight service only. 

One is using summary type of record. 

Three sre doing medical follow-up by home visits and 
correspondence. 

One does medical follow-up by letters only. 

One does medical follow-up by home visiting only. 

Five dic: not define methods used. 

Two are filing medical records and social service records 
together. 

Eight file medical records and social service records in 
separate files. 

Eight sre using confidential exchange or social service 
clesring house on social service cases only. 

Three ure using the confidential exchange or social service 
elesring house on dispensary and social service cases. 

Two nre not using these agencies. 

Three are making all financial investigations for the hos- 
pital and dispensary. 

Four make financial investigations when social service is 
indicated and then for both hospital and dispensary. 

Three are not making financial investigation. 

Eight refer cases to family case working agencies, serving 
in an advisory capacity interpreting the need from a 
medical viewpoint. 

Two do not refer cases to family case working agencies. 

Two arrange for all free and part-pay beds. 

Four do not arrange for beds. 

One arranges for free beds only. 

One arranges for free beds when patients are being 
handled as social service cases. 

Nine have patients referred from numerous sources, name- 
ly, Sisters in charge of wards, doctors in charge of 
clinics, office executives, and outside social agencies. 

One did not reply to this question. 

Three departments are engaged in admitting patients to 
dispensary and hospital, also determining the finan- 
cial status of patients and what they should pay. 

Two are engaged in admitting patients to dispensary only 
and determining the financial status, but do not decide 
the amount to be paid if hospital care is indicated. 

Four determine the financial status of the patients and the 
amount to be paid to the hospital. 

One hospital did not reply to this question. 

Nine social service directors consider administrative work 
a wise distribution of time. 

Eight departments believe the most important function 
of hospital social service is the field of preventive 
medicine. Financial investigations were also con- 
sidered by this number as necessary and as coming 
under the control of the social service department. 

One department felt the interpreting of the doctors to the 
patients in their homes, and the interpreting of the 
patients back to the doctors, the most important func- 
tion of medical social service. 
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MERCY HOSPITAL STAFF MEETINGS, 
JACKSON, MICHIGAN 


At the September meeting of the Mercy Hospital 
staff, the regular election of officers for the year took 
place. At this meeting, Dr. G. A. Seybold was elected 
chief of staff; Dr. E. T. Hackett, assistant chief; Dr. J. J. 
O’Meara, secretary; Dr. C. D. Munro, chief of the surgical 
department; Dr. C. Brogan, chief of the medical depart- 
ment; Dr. J. C. Smith, head of the eye, ear, nose and 
pediatric departments; H. F. Parks, D. D. S., anesthesia; 
Dr. R. N. Cooley, roentgenology, and D. C. Corley, clinical 
pathology. 

The Sisters entertained the entire hospital staff, to- 
gether with the staff of St. Joseph’s Hospital, Ann Arbor, 
Mich., at a dinner just preceding the October meeting. 
At this meeting Dr. Seybold presided, conducting the 
regular monthly program of the staff. A variety of 
cases were presented for discussion. Among others, were 
cases of sarcoma, and one of myelomata. Rev. M. P. 
Bourke, chaplain of St. Joseph’s Hospital, made a few 
remarks. 

The occasional joint staff meetings which have been 
initiated in the state through the friendly relations of St. 
Joseph’s and Mercy Hospitals, have received the approval 
of Rev. M. P. Bourke, the diocesan director, who believes 
them helpful toward greater progress. 


DEDICATE ST. FRANCIS HOSPITAL, WILMINGTON 

Dedication ceremonies were held for the new St. 
Francis Hospital in Wilmington, Delaware, the middle of 
October, with Bishop John J. Monaghan officiating, assisted 
by a large number of the diocesan clergy and Vicar General 
Mickle of Cape Charles, Virginia. Many Franciscan Sisters 
from other states were in attendance. 

Ceremonies included a tour of the building and the 
blessing of each room, followed by a general inspection and 
an explanation by the Sisters, of the uses of the various 
rooms and wards. The visitors were impressed with the 
modern arrangement and equipment, and interested in see- 
ing the latest instruments and devices known to the medi- 
cal profession. 

Concluding the program, the Bishop officially dedi- 
cated the beautiful new chapel with the celebration of 
solemn benediction. 


ST. JOSEPH’S HOSPITAL ACTIVITIES 


October 8th St. Joseph’s Hospital staff of San Fran- 
cisco, Calif., heard Dr. R. S. Rigdon speak on “Coopera- 
tion of the General Practitioner and Urologist.” Dr. A. 
S. Musante presided. The address, illustrated with 
illuminated x-ray plates, including pyelograms and draw- 
ings, urged more frequent consultations between general 
and special workers. Doctor Rigdon opened his case 
summaries with one of sexual potence, which urologists 
could not explain, but which was diagnosed as pernicious 
anemia by a general man. The latter often overlooks the 
diagnosis of genito-urinary lesion, and even urologists 
fail at times to ferret out cases in their specialty. As an 
example there was cited a case of kidney pain and slight 
leukocytosis, which cleared up without a diagnosis. Neu- 
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rasthenic types, with abdominal kidney pain and apparent 
though unexpected recovery after dilatation of ureters, 
were presented. The x-rays are a great aid to diagnosis 
and a drawing of kidney outlines by roentgenologists is 
useful. Perirenal abscess often does not show in pictures. 
Kidney tumors, which are rare, are sometimes shown up 
early, which is very desirable, in pyelograms demonstrat- 
ing distorted calices, especially if taken at intervals of 
six months or so; otherwise the diagnosis is too late. 

An unusual case of urinary fistula, due to a distended 
and misplaced pelvis which was injured during an appen- 
dectomy, was shown. Another, a case of hematuria asso- 
ciated with a shadow apparently connected with a ureter, 
turned out to be a vesical papilloma and the shadow a 
calcified gland. Dr. L. B. Crow, in discussing pointed out 
that stones should not be diagnosed without the coopera- 
tion of the urologist. Dr. W. T. Cummins inquired about 
cancerous prostate and blood urea in these patients. 
Doctor Rigdon closed by saying that 25 per cent of his 
prostates were cancerous and that a high urea estimation 
constituted a dangerous operative risk, which must be 
taken in urgent surgery. 

Dr. W. T. Cummins spoke of “Hospital Notes from 
the East.” The Philadelphia Dermatological Laboratory 
was described and sulpharsphemine was declared to be prov- 
ing a success there. At the University of Pennsylvania 
coccidioides culture and comparative pathological study 
were attracting special attention. Arkase was being 
stressed in skin diseases, especially erysipelas. In New 
York, research work was concerned with the scarlet fever 
work of Dick and his test resembling the Schick diphtheria 
reactions. Three distinct types of streptococci are being 
differentiated in this disease. Roosevelt and the Hahne- 
mann Hospitals were described, the latter’s biochemical 
work being emphasized. A new table covering was en- 
countered there which resembles cork linoleum and is acid 
and alkali proof. At Rockefeller’s Institute chicken pox 
was centered upon just then. 

In Boston, Joslin was training his patients on diabetes, 
especially the diet. Blood glucose was the basis used for 
insulin activity. There is wide acceptance of the normal 
glucose in urine. In Cleveland, pathologists were working 
upon thyroids, following Aschoff’s ideas. Colormetric 
rather than titration methods were being developed at 
Western Reserve University. Creatinin work is being 
standardized for late stages of nephritis. The uric acid 
determination has not yet brought out a uniform technique. 
Chemical examination of blood is being given more im- 
portance than urine. In Cuba tropical diseases are being 
studied intensively. A plea for more general routine tests 
of patients was made. 

Case reports were presented by Drs. J. C. Newton 
(Circulatory Lues); Ethan Smith (Carcinoma Matastasis 
in Femur); L. J. Overstreet (Hemiplegia); and Curtis 
Smith (Chronic Nephritis and X-ray Visualization of Gall- 
bladder with Sodium Tetratbromphenolphthalein). 

Dr. F. C. Keck presented the doctors’ library with 
twelve volumes of portfolios and fifteen framed colored 
engravings on dermatology. 

Miss Mabel Adams Ayer reported upon her success in 
the student nurses’ library, which is already composed of 
hundreds of volumes. 

Doctors of Second Ohio District Meet. Doctors of the 
second councillor district of Ohio met at Dayton, in Sep- 
tember last. At this meeting, Dr. J. Shelton Horsley, of 
St. Elizabeth’s Hospital, Richmond, Va., addressed the 
first session with an illustrated talk on “The Stomach 
and Its Allied Organs.” Dr. S. H. Robins, of Atlanta, Ga., 
also occupied a place on the program. 

Dr. Horsley, in his talk, referred to the stomach as 
the “goat”. of the human body, stating that many common 
ailments are attributed to the stomach when that organ 
is innocent. “Medicine is not worth a thing,” he said, 
“unless it is based on facts and the x-ray and modern 
scientific equipment are rapidly making it possible for the 
physician to base his diagnosis on absolute facts.” 

Aux Plaines Medical Meeting. The monthly meeting 
of the Aux Plaines Branch of the Chicago Medical Society 
was held October 24th, at the Oak Park Hospital, with 
eighty members in attendance. 

At the meeting, a very interesting program was 
carried out. Dr. Isabelle Herb read a paper on the sub- 
ject “Ethylene Anesthesia,” which was followed by dis- 
cussions by several doctors. Dr. John Peters gave a 


demonstration of the outfit used, while Dr. L. F. Watson 
gave a lantern-slide demonstration of an hernia operation 
under local anesthesia. 
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At the close of the meeting the guests were served 
refreshments in the nurses’ dining room, following which 
they were invited to inspect the new annex and to witness 
an operation with ethylene gas. Oak Park Hospital is 
one of the few in Chicago making use of this form of 
anesthesia with success. 

Name Hospital Staff. The medical and surgical staffs 
for the new St. Francis Hospital, recently opened at Wil- 
mington, Del., are as follows: 

Surgical: Dr. James A. Draper, Dr. James G. Spack- 
man and Dr. William H. Speer. 

Medical: Dr. Meredith I. Samuel, Dr. W. H. Graemer, 
Dr. B. J. McEntee, and Dr. J. M. Barsky. 

Dr. Ira Burns will be in charge of the x-ray depart- 
ment and Sister M. Theophila will be in charge of the hos- 
pital and nurses. 

Staff Programs. The staff of St. Mary’s Hospital in 
Kansas City, Missouri, has announced the following regu- 
lar staff meetings and scientific programs: 

November Goiter Cases............ Dr. J. J. Dorsey 


December Kidney Cases......... Dr. Clarence Capell 
January Diabetes Cases, End Results............ 

alia sacbareiaidnh eigen oer Dr. M. A. Myers 
February Mortality Cases..... Dr. F. L. Feierabend 
March Post Operative Infections........... 

Ree aihaanesaeat Dr. W. T. Reynolds 
April Lung Diseases............ Dr. P. M. Krall 
May Fracture of Extremities..Dr. J. E. Castles 
June Nasal Operations..... Dr. H. E. Thomason 
October 2nd, Gall-bladder cases were discussed by 

Dr. M. J. Owens. 
CORRECTION 


An unintentional error was made in the August num- 
ber of HOSPITAL PROGRESS, page 327, under the cap- 
tion, “St. Joseph’s Hospital Staff Busy.” 

Dr. A. B. Spalding was quoted as saying that 
“Eclampsia seems to have increased during the recent 
droughts.” What Doctor Spalding actually said was that 
eclampsia seems to have decreased. , 

Through an oversight Doctor Fischer’s name was mis- 
spelled. 


Heard from a Michigan Sodality. Father A. Hylan 
gives a short talk to the nurses of St. Mary’s Hospital, 
Saginaw, Mich., at each meeting, which is followed by a 
business session and a short entertainment. A choir has 
been formed of the “Children of Mary.” A section for de- 
votions is also under way, and the Catholic reading sec- 
tion with a librarian in charge is promoting the circula- 
tion of books. The sodality has adopted a Chinese mission 
conducted by the Sisters of Charity. 

Much Interest in New Sodality. To the great satis- 
faction of the Sisters and nurses and all concerned, a 
sodality for nurses was organized at St. Mary’s Hospital, 
San Francisco, on September 4th. 

Father E. F. Garesché, S. J., who was in California 
at the time, explained the special organization of nurses’ 
sodalities and the nurses showed great enthusiasm in join- 
ing the four sections for devotion. sociability, good read- 
ing, and work of the missions. Father Daniel J. Stack, 
S. J., chaplain for the nurses, who was present and gave 
his encouragement to the work, will act as director of the 
sodality. 

Every one present at the first meeting on September 
11th remarked on the interesting character of the work. 
The prefect presided, and after a little hesitation the 
sodalists offered various suggestions for the work of the 
sodality. The various sections will take up their activities 
and will vie with each other as to which will accomplish 
the most for the Blessed Virgin during the coming year. 

Interesting Facts Concerning St. Catherine’s Hospital, 
Breoklyn, N. Y. The institution has grown from a small 
eight-bed refuge to a large hospital with a capacity of 
296 beds and a large intern staff. During the year 1923 
the hospital took care of 682 medical, 1,783 surgical, 799 
obstetrical and 331 gynecological cases. There were 178 
cases remaining in the institution. The x-ray pictures 
taken in the hospital during the year amounted to 5,092. 

In 1923 the hospital treated 1,228 charity cases, pa- 
tients who were unable to pay or could afford to pay only 
part of the expense of treatment. The dispensary reported 
5,708 visits and 6,070 revisits. The emergency treatments 
amounted to 1,112 and the total number of treatments 
were 12,890. 

The hospital had 3,915 ambulance calls, or an average 
of eleven calls a day. 
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JELL-O 


HEN you prepare Jell-O for large 
numbers it will be more convenient 
and economical if you have on 

hand the Institutional Size Package. This 
large Jell-O box makes 4 quarts of Jell-O, 
which will serve 40 to 50 persons accord- 
ing to the size of the portion. For children, 
better count on serving only 40, for they 
will all want big helpings. 





THE JELLO COMPANY, Inc. 
LE ROY, N. Y. 


Canadian Offices and Factory, Bridgeburg, Ontario 
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LAY NURSES SAIL FOR FOREIGN SERVICE 
The activities of the American Catholic medical 
apostolate i in foreign fields have had a most auspicious be- 
ginning in the departure for India, Burma, to be precise, 
of four trained lay nurses, sent by the Congregation of 
Holy Cross. The last days of preparation for departure, 
the interest taken by mission societies in these gentle 
pioneers, all was extremely interesting to the observer. 
After a week spent in retreat at the Foreign Mission 
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Seminary of Holy Cross, Brookland, S. C., the four 
nurses, Miss Julia Super of Philadelphia, Miss Angela 
Steinmeyer and Miss Adele Steinmetz of St. Louis, and 


Miss Sophia Hoerner of Baltimore, immediately began 
preparation for sailing, though pleasantly ee by 
receptions and little entertainments given by the ladies 
of the city. 

At the dedication of the new seminary they met many 
members of the Catholic hierarchy who voiced a deep in- 
terest in the movement. Following the dedication cere- 
monies the women of the Mathis Club of Washington 
held a reception in the new refectory to give the lay 
friends of the Mission the opportunity of meeting the 
nurses and the Holy Cross missionaries who were to 
accompany them. 

Saint Patrick’s was the scene of formal farewell 
ceremonies, a most touching one as the young missionaries 
renewed their vows and the young women pledged their 
services for five years. Reverend Provincial Charles L. 
O’Donnell, C. S. C., delivered the sermon, followed by an 
impromptu address by the Apostolic Delegate, His Excel- 
lency Fumasoni-Biondi, who, previous to representing 
the Holy Father in the United States, was Apostolic Dele- 
gate to India. The Apostolic Delegate was most enthusi- 
astic in praising the work undertaken by America in this 
newly developing mission activity, while he was greatly 
interested from his own personal contact with the par- 
ticular field in which the first work is to be done. 

The missionary party left Washington the evening of 
October 7th. All the women of the Mathis Club were 
present at the depot to bid Godspeed to the first con- 
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tingent of America’s new overseas army. Each of the 
uurses was presented with a remembrance by Mrs. Gatti, 
representing the Club, and each of the priests and the 
brother received an appropriate gift. 

Father Mathis met the party in New York City, 
where he had made final preparation for their sailing upon 
the French Line steamer France. Members of the Medi- 
cal Mission Board and high port officials met them at the 
dock for final goodbyes. At noon, October 8th, the big 
ship slipped out of the harbor and over the eastern hori- 
zon with her messengers of mercy. 

The following article is taken from the October issue 
of “The Catholic Medical Guardian,” edited by Lieut.- 
Col. P. W. O’Gorman, C.M.G., M.D., M.R.C.P., D.P.H., 
I.M.S. Lieutenant-Colonel O’Gorman is a member of the 
Medical Mission Board of the Catholic Hospital Associa- 
tion of the United States and Canada. 


CATHOLIC MEDICAL MISSIONS 
Recent Advances 

Besides the Medical Mission Institute in Wiirzburg, 
under the direction of Mgr. C. Becker, whence two doctor 
missioners are now preparing to go out to Africa, and a 
lady doctor to the Amazon, in South America, while an- 
other doctor has already departed for China, although 
sorely in need of necesary funds for their equipment, we 
hear of other activities elsewhere to further this great 
eause. The Association of the Good Samaritans of the 
Sacred Heart has been started in France to promote 
Catholic Medical Misisons and social work. It is com- 
nosed of an Inner Circle of persons living in community, 
of two distinct fraternities — one for men, priests and 
laymen, the other for women. An Exterior Circle of As- 
sociates is devoted for a certain time to help the work in 
various countries. Men and women doctors and nurses 
are enrolled. The Association originated two years ago 
in Paris, under Cardinal Dubois, and in May this year 
two doctor members visited Rome and had the joy of win- 
ning the approbation and blessing of the Holy Father. 
The originator is a young Japanese, M. Abbé V. B. 
Totsuka, who also possesses the doctor’s degree, and is now 
in Rome, helping the Medical Section of the Vatican Ex- 
hibition. The address of the Director given in the “Uni- 
verse” is incorrect, and should now be: M. l’Abbe R. 
Deffrennes, 9 rue Marie-Rose, Paris, 14eme. 

Dr. J. Havet, Professor in the Medical Faculty of the 
Louvain University (149 rue de Namur, Louvain, Bel- 
gium), is trying to start a College for missionary workers. 
It was Dr. Havet and Dr. Totsuka who obtained the 
Pope’s approbation and encouragement. Cardinal Mer- 
cier had also been approached and he was greatly pleased 
at the scheme. 
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This New Design a Realization of the Ultimate in 
Units for Stereo-Roentgenography of the Chest} 
For stereo-roentgenograms with patient standing or sitting—equally 

convenient in either position. 
No jar or vibration when changing position of the cassettes. 


Speed is selective—one setting suffices for consistent duplication 
of any selected speed. 


Noiseless operation. 

Operates from either side, therefore conforms to any room arrange- 
ment. 

A time saver; cassettes quickly inserted or removed. 

Simple to operate—no concealed mechanism to cause confusion. 
Compact; economizes space. 

Durable—no wearing out of parts to affect consistent operation. 
Adaptable to most exacting technique. 

Practicable from every standpoint. 


Write for detailed description 














The Cassettes are accessible for quick 
insertion and removal without disturb- 
ing the patient. Apparatus is so de- 
signed that on installation operator may 
select the side he is to work from. 


VICTOR X-RAY CORPORATION, 236 South Robey Street, Chicago, IIL. 
Sales Offices and Service Statiors in All Principal Cities 
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SODALITY OF THE 
TRAINING 


Germany is not behindhand. The zeal of Mgr. 
Becker, of Wiirzburg, Bavaria, has already taken steps to 
organize a kind of religious Association for lady doctors 
and nurses, the difficulty being to secure a suitable house. 

Meanwhile, unaware of these details, other workers in 
this country have been quietly striving to bring Britain 
and Ireland into the Medical Mission fields, which we hope 
will bring fruition in due course. Recently a proposal 
has been made here to endeavor to get together an inter- 
national conference of all iaterested in Medical Missions 
to assemble, say, in Rome, during the Holy Year, to dis- 
cuss ways and means for the purpose of organizing this 
Mission. Details have got to be settled, but some adhe- 
sions have already been received, and, it is hoped, may 
eventuate in something definite. Meantime, all interested 
may kindly correspond with the Editor, “C. M. G.” As an 
instance how psychological waves telepathically influence 
distant minds sympathetically en rapport, the above is 
remarkable. This is further confirmed by Professor 
Totsuka, writing to the Editor, proposing an international 
house for coordinating all such work, with committee for 
raising funds, ete. In fact, when interviewing the Father 
General of the Friars Minor, it was Father Gubbels, the 
General Secretary for Franciscan Missionaries, who sug- 
gested this! 

For further information, we invite attention to our 
advertising columns. We are indebted to Dr. Totsuka 
for the General Scheme of Exhibits for the Medical See 
tion of the Vatican Exhibition, and for the professors 
responsible for each division, given in French. 


SODALITY ACTIVITIES 

The fact that the nurses of Creighton Memorial, St. 
Joseph’s Hospital, Omaha, Nebraska, organized a sodality 
only at the beginning of the school year, has not disecour- 
aged its members in the least. In a month the total mem- 
bership increased from twenty-one to thirty-eight. 

Following the election of officers special groups were 
formed. In these sections one sodalist acts as president 
and chooses her own co-workers. 

The librarian, the executive of the Literary Section, 
has by various ways obtained almost two hundred volumes 
for the sodality’s library. A reading room was con- 
structed from one of the reception rooms of the nurses’ 
home. This affords convenient 
books at various hours. Until the library is sufficiently 
well known, books are selected by the librarian and her 
aegzistants, and are distributed weekly among the student 
~ urses. 

A group which ealls itself the Missionary Section, 
takes special interest in collecting canceled postage stamps 
and sending them to the missionary centers. Not content 
with this, they have placed in the corridor on the main 
floor. a small box with a most conspicuous label, “Contri- 
butions for Foreign Missions.” This insignificant hexa- 
gon is the cause of much excitement at times; neverthe 
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less, more than one nickle and dime is deposited at the 
expressed self-denial spirit of the nurses. 

The Devotional Section comprises a body of zealous 
workers. Novenas are made according to the different 
feasts of the Chureh, any convenient number of sodalists 
and non-sodalists taking part at a time. The president 
arranges for each member of the sodality to spend one- 
half hour in adoration of the most blessed sacrament on 
the first Friday of each month. This is the day of the 
monthly communion in common. On feasts of the Blessed 
Virgin three divisions are formed of the sodality members 
and each group has the privilege of one hour’s adoration. 
The prefect prays audibly and the members respond. In 
conclusion a hymn is sung, accompanied by the sodality’s 
organist. On Christmas day the sodality expects to pro- 
vide selected music for one holy mass. 

Lastly, the Sociabilitv Section. Three officers 
arrange for the entertainments, which are held at different 
intervals. For the month of October a large bonfire was 
built on the corner of the lawn surrounding the home. At 
8 o’clock in the evening a boisterous crowd, accompanied 
by musical instruments, came pushing a decorated wagon 
of “Wieners” down toward the fire. After the roast, 
monologues, songs, and Indian dances furnished amuse- 
ment to the satisfaction of all. For days afterward the 
social afforded many thoughts and_ recollections 
among the non-sodalists as well as the sodality members. 

Another California Sodality. On September 12th the 
nurses at Mater Misericordia Hospital, Sacramento, Cali- 
fornia, held an interesting meeting to hear Father Edward 
F. Garesché, S. J., gave an explanation of the work of the 
sodality as it is now being organized throughout the 
country. 

The nurses expressed their desire to form a sodality, 
a number enrolled as candidates, election of officers was 
held, and the sections were formed. 

The following officers were elected: 

President, Miss Mary Ribzinski (graduate); vice- 
president, Miss Loraine Fogus (student); secretary-treas- 
urer, Miss Helen Smith (student). 

Devotional section, Miss M. Cate (student); mission, 
Mrs. M. Clemens (graduate); sociab‘litv. Miss H. Dardis 
(graduate); good reading, Miss I. M. Woodworth (supt. 
of nurses). 


good 


Golden Jubilee. Wednesday, October 22nd, the 
fiftieth anniversary of Mercy Hospital in Baltimore was 
celebrated with an elaborate program, opening with solemn 
pontifical mass of thanksgiving at which His Grace. the 
Most Rev. Michael J. Curley, D. D., Arehbishop of Balti- 
more, was the celebrant. 

Something of the history and achievements of this out- 
standing institution will appear in the January number of 
HOSPITAL PROGRESS 

Nurses’ Retreat. The annual retreat for the student 
and graduate nurses of St. Francis School of Nursing, 
Evanston, Illinois, conducted by the Reverend H. C. 
Noonan of St. Ignatius College, Chicago, opened October 
15th and closed the 19th. Thirty nurses attended the in- 
teresting and practical sessions. 














